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Prominent investigators have stated that, of the 
methods generally availabie for intravaginal medication 
the use of water-dispersible vaginal jellies is most 
satisfactory for prolonged action. 

By means of the Ortho measured-dose intravaginal 
Applicator, rapid spreading and adhesion of the 
active agent are conveniently secured, and medication 
can be continued by the patient at home as directed 
by the physician. 


Ww The following gynaecic developments of Ortho research are avail- 
able complete with applicator :— 
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‘ ACI-JEL ............ for nonspecific vaginitis. 
\ 
a \ TRIPLE SULFA CREAM ... . for bacterial vaginitis 
\ and cervicitis. 
be PIENOESTROL CREAM (ORTHO) . . for senile and 
atrophic vaginitis. 
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ORAL 
SEX HORMONES 


provide the busy practitioner with a reliable means 


of giving sex hormones without the inconvenience 
associated with parenteral injection. 


- ORAL (ESTROGEN 


tablets: -O01, 0-1 and 1-0 mg. Ethinyl Estradiol 


*ORALUTON’-ORAL PROGESTOGEN 


tablets : 5, 10 and 25 mg. Ethisterone 


*ORAVIRON’ - ORAL ANDROGEN 


tablets: 5, 10, 25 and 50 mg. Methyltestosterone 


Literature and samples available on request 


BRITISH SCHERING 


LIMITED 


229-231 KENSINGTON HIGH STREET, LONDON, W.8 
Telephone: WEStern 8111 


SANDOZ OXYTOCICS 


FEMERGIN 


(Ergotamine Tartrate B.P.) 


kor prolonged haemostatic action 


NEO-FEMERGIN 


\ssociation of Ergotamine with Ergometrine, ensuring immediate 


and prolonged haemostasis 


METHERGIN 


Methyl-ergometrine, possessing increased potency exerting 


no circulatory action 
/\ 


SANDOZ 


SANDOZ PRODUCTS LIMITED 


134 WIGMORE STREET LONDON W.1 
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Important Vitamins 


Aqueous Solution 


* Abidec * drops present a stable, aqueous solution of 
eight important fat-soluble and water-soluble vitamins 


* Abidec’’ drops are well tolerated by infants and 
children and may be taken directly or mixed with milk, 
fruit juices, soups, cooked or pre-cooked cereals and 
other foods. 


The drops may be safely added to the contents of 
the infant’s feeding-bottle without altering appreciably 
either taste or appearance. The full daily dose is 
preferably given in a single feeding. In 10cc. 


Dose: For infants under | year, 15 drops daily; and 50c.c. 


for older children, 30 drops daily. es 


Each 0.6 c.c. (30 drops as delivered by dropper) represents 
Vitarun A, 5000 International units; Vitamin D, 1ooo Inter- 
national units; Vitamin B, (Aneurine Hydrochloride), 
1 mgm.; Vitamin B, (Riboflavin), o.4 mgm.; Vitamin B, 
(Pyridoxine Hydrochloride), 0.5 mgm.; Pantothenic Acid 
(as the sodium salt), 1 mgm.; Nicotinamide, 5 mgm.: 
Vitamin C (Ascorbic Acid), 25 mgm 


PARKE,. DAVIS & COMPANY 


HOUNSLOW, MIDDLESEX Teleghone HOUnsiow 2361 Ine. U.S.A., Liability Ltd. 
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a A SAFE AND VALUABLE ANAESTHETIC 
i ‘ Trilene ’ is now universally accepted as a safe and valuable anaesthetic 
a for most operations. It can be used for induction or maintenance, or 
‘r for maintenance with curare.* Netable advantages are the small 
Pes: quantities needed, the rapidity of recovery and the absence of vomiting 
3 and other unpleasant after-effects. 
be 
4 ‘Trilene’ has also been used with great success to produce safe and 
reliable analgesia. 
‘ * An abstract of a report on these uses in over 40,000 cases is available. 
Containers of 260 §00 
Crushable ampoules of 1 ¢.c., (Vitrellae Trichloraethyleni N.F.) boxes of ¢. 
{mpoules of 6 «.«. for pocket inhaler in containers of 1, § and 25. 
Literature and further information available, on request, from your nearest 1.C.1. Sales Othce— 
London, Bristol, Birmingham, Manchester, Glasgow, Fdinburgh, Belfast and Dublin. 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
{ subsidiary company of Imperial Chemical Industries Limited 
WILMSLOW, MANCHESTER 
*h. 49 
ruk BRTRBAVAGINAL rAMPON IN MENSTRUAL HYGIENE 
An important clinical study N? 3 
Origenal Gynaecological and Obstetrical Research. Annual Report. Karl John Karnaky, M.D)., Houston, Texas. 
Tampax were given to 36 normal menstruating became so hypertrophied in some cases that it 
women, and they were instructed to insert one appeared like that of a pregnant woman The 
§ Tampax mght and morning during and between vagina also became dried and appeared healthier 
their menstruation ; that is, twice every day for than it was normally 
Vaginal mucosal biopsies, p hbacte 
an ween tahe »n before, during, and after Tampax were used as successfully as perineal pads 
fampax wer sand To our surprise, the vaginal in 95 per cent of our 45 research cases. They were 
mucosa became much hypertrophied ; the pH changed about as often as the pads. The psycho 
t hecame more acid. which is helpful the glycogen logical aspect of menstruation im im many cases 
q was increased and the bactenal flora was also reheved when the belt is no longer used. There 
; improved. Tampax are made of cotton, and that was no blocking of the menstrual flow in the 
ax are de of cotton ‘ 
i the reason they cause no harm, but produce a cervix in any of these cases 
more healthy vagina LEUCORRHOEA VAGINAL 
Keeps the vagina dry. A dry method. In long 
Ten cases of senile vaginitis were instructed to standing cases of leucorrhoea where the patients 
insert one Tampax night and morning, and the have to wear a perineal pad almost all the time to 
vaginal mucosa in these casea became markedly keep the underclothes from becoming soiled, a 
hypertrophied. The alkaline vagina became acid Tampax will absorb the seeretion and keep the 
and the reaction in the vagina became like that vagina very dry. You will have won her confidence 
where estrogenic hormones had heen used and then proper treatment can be instituted 
. Reprinted from the Medical Record and Annals, Houston, 
The normal non-pregnant vaginal mucosa also Texas, USA... May, 194! 


Sanitary Protection TA NM D A X Worn Internally 


Dem reptiwe liulerature and sam ples if hoth absorbency sizes will gladly be sent on re quest 


MEDICAL DEPARTMENT TAMPAX LIMITED, 110 JERMYN STREET, LONDON, 53.W.1 
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SEX AND CORTICAL 


HORMONES 


are available in a comprehensive range of forms 
to meet all requirements. 


FORM P DURATION OF EFFECT 


AMPOULES AND VIALS Several DAYS 


(Oily solutions) 


*‘CRYSTULES’ Several WEEKS 


(Crystals in aqueous suspension) 


IMPLANTS Several MONTHS 


(Hormone pellets) 


*LINGUETS’ for MAINTENANCE 


(Tablets for sublinguat® use) therapy 


OINTMENT for LOCAL Inunction 


* Sublingual absorption can double the effectiveness of the orally 
active hormones and is therefore very economical and convenient. 
The inactivating influence of the hepatic and intestinal enzymes 
is avoided when the hormone is absorbed direct into the 
circulation through the highly vascular lining of the mouth. 


Linguets’ ia @ registered Trade Mark) 


CIBA LABORATORIES LIMITED, 
HORSHAM, SUSSEX 


Telephone: Horsham 1234 Telegrams: Cibalebs, Horsham 
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SURGICAL 
CORSETRY SERVICE 


PRE-NATAL PERIOD 


Spirella is so designed that it imitates the action of the 
supporting muscles without any discomfort whatever. 


Through the lacing adjustments the garments can 
be increased in size throughout and the shaping of 
the front adapted to meet the needs of the changing 
figure, thus maintaining free and healthful support 
during the entire period of pregnancy. 


There are Spirella Corsetieres everywhere, nearly 5,000 
of them. Names and addresses can be ascertained from 


Spirella page advertisement in your Telephone 
Directory or from either of the addresses below. 


The SPIRELLA COMPANY OF LIMITED 
LETCHWORTH, HERTS 139 


AND SPIRETLA HOUSE, 


OXFORD CIRCUS, LONDON, 
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AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRI- 
CIANS, GYNECOLOGISTS AND ABDOMINAL 
SURGEONS, AND SIXTEEN OTHER SOCIETIES 


Fdttor Associate Editors 

G. W. KOSMAK H. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetrics 
ind Gynecology, this Journal, alone, offers you complete coverage on all 
the developments constantly being made in these fields in America. It also 
publishes many original contributions from other countries and abstracts 

of the important literature from all parts of the world 
Most of the outstanding medical schools in the United States are represented 
n the editorial board, which consists of forty-two of the leading teachers 

t ind practising specialists in America 


[he two volumes published annually contain approximately 2,200 pages 
and have about 500 illustrations. They constitute a complete record of 
progress and achievement for the period 
Published Monthly Annual subscription 65 - per annum, post free 
THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
{GENT FOR GREAT BRITAIN 


HENRY KIMPTON |“. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 
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oxere PROTEIN 


that the mother will, take. 


HERE IS a new protein food—-Casinal—which can be 

incorporated in almost any food or drink without affect- 
ing taste, texture or bulk. Casinal is therefore well suited for 
inclusion in the diet of the expectant and nursing mother, to meet 
her added protein needs. Casinal is the calcium salt of casein 
presented as a fine, roller-dried powder. It can be prepared in 
a few minutes and mixes readily with water, milk or stock. For 
infants and children, too, Casinal is equally suitable and brings 


a substantial reduction in the cost of all ' high protein ' diets. 


COMPOSITION GLAXO 


Protein 90.0 per cent (approx) >, 

a¢ AS] N A L WHOLE PROTEIN 
Carbohydrate 

Mineral Salcs* 


Moisture 


"Calcium (per ox.) 340 mg Each ounce of Casinal provides approximately 26 grams of protein 
Sodium content does not exceed 0.! per cent Boz t 3/6d. le 


BYRon 3434 


| 

is 
| 

40 

GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. Ei 


Bailliere. Tindall & Cox 

Fifth Edition 

j Kerr and Moir | 

x 

OPERATIVE OBSTETRICS | 

; By J. M. MUNRO KERR, LL.D., M.D., F.8.C.0.G., Emeritus | 

: Professor of Midwifery at the University of Glasgow; and 

J. CHASSAR MOIR, pD.M., F.R.C.S.EDIN., F.R.C.0.G., Nuffield 

. Professor of Obstetrics and Gynecology at the University of 

Oxford 

Pp. viii + 960 with 370 illustrations 63s. 
(Postage \s. 6d., Abroad 3s.) 

Written primarily for obstetric specialists, prospective specialists 

and those general practitioners * who are seriously interested and 

actively engaged in obstetric practice’, this book is a reasoned 

discussion of the problems of dystocia and the complications 

of childbirth. This new edition has been in great part re-written 

and the subject matter re-arranged. 


7 & &® Henrietta Street London WC2 


Tulle Gras Dressings by DALMAS 


Conform to highest therapeutic standards 


SULPHONET Squares and Strip 


containing 5°, Sulphathiazol, 2%, Urethane 


URO-SULPHONET Strip 


containing 5%, Sulphathiazol, 2°, Urethane 


PETRONET Petroleun: Gauze Squares ; 


with Balsam of Peru 


Samples and prices with pleasure on request to Medical 
Dept., A. de St. Dalmas & Co. Ltd., Junior Street, Leicester 
(and at London, Leeds, Glasgow, Belfast). 


DALMA Leicester 


Specialised Service to Medicine since 1823 
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REGULAR HABITS are undoubt- 
edly the basis of satisfactory 
bowel movement in the normal 
individual. Unfortunately, with 
changes in routine, during illness 
or convalescence, or due to rush 
of work and social activities, the 
habit time of bowel movement is 


often lost and constipation follows, 


Once !ost this habit time is not 
easy to regain, but insistence on a 


At 


regular effort and the provision o! 
sufficient bulk to stimulate peri- 
stalsis will do much to help in 
its recovery. 


*PETROLAGAR® provides soft 
bulk and achieves a comfortable 
bowel movement without griping. 
Gently but surely ‘ PETROLAGAR’ 
helps the return to habit time. 

Issued in two varieties: Plain, 
and with Phenolphthalcin. 


*PETROLAGAR’ Emulsion 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, N.W.1 


An absorbable hemostatic 


. Gelatin Sponge A&H may be used to control 
hemorrhage when ligature is inadequate or impossible. 
It hastens the normal clotting mechanism, provides 
support for the blood-clot, and does not retard the 


process of wound repr. It is completely absorbed 


| 

without foreign-body or antigen reaction, and it does 
not inactivate penicillin or streptomycin. 


Gelatin Sponge A& H provides an effective hemostatic 


for use in many surgical procedures ranging from the 
first-aid treatment of surface wounds, especially those 
involving large veins, to the control of operation 
hemorrhage from oozing surfaces or of massive 
hemorrhages when the bleeding-point cannot be easily 


identified. 


By minimizing blood loss, the use of Gelatin Sponge 
A &H will increase the safety, and may widen the scope, 


3 of operative surgery in many fields. 


GELATIN SPONGE 


i ! Literature will be sent on request. 
4 


LTD - LONDON - 


TEL ECRAMS: CREENBURYS,” ETH, LONDOW 


EN & HANBURYS 
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HORMONES 


> Pd 


STEROIDS 


OESTRONE 
OESTRADIOL MONOBENZOATE 
All OESTRADIOL DIPROPIONATE 
PROGESTERONE 
By injection | 


| TESTOSTERONE PROPIONATE 
DEOXYCORTONE ACETATE 


ETHINYL OESTRADIOL (LYNORAL) 
OESTRONE 


By mouth | erHisTERONE 
| METHYLTESTOSTERONE 
DEOXYCORTONE ACETATE 
OESTRADIOL 
s By implantation PROGESTERONE 


TESTOSTERONE 
| DEOXYCORTONE ACETATE 


OESTRONE 
By inunction OESTRADIOL MONOBENZOATE 
| TESTOSTERONE PROPIONATE 


OESTRONE BOUGIES 
OESTRONE SUPPOSITORIES | 
TESTOSTERONE SUPPOSITORIES 


By insertion 


An up-to-date information and literature service, with a well-equipped 
Endocrine Library, is immediately available to all Practitioners. 


) RGANON asorarories 


BRETTENHAM HOUSE, LONDON, W.C.2 


Tel. : TEMPLE BAR 6785/6// 0251/2 Grams: MENFORMON, RAND, LONDON 
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single 
supplement 
for safer 


pregnancy 


PREGNAVITE 


CLINICAL LSES. To improve the nutritional state where 


circumstances prevent consumption of all the protective foods 
required; to prevent hypochromic ang*mia. 
indications in the history of previous pregnancies: toxemia. 
previous premature births. inability to breast feed and dental 
caries, 

* The recommended daily dose provides: vitamin 

A 2,000 1.u., vitamin D 300 i.u., vitamin B, 0.6 mg., 

vitamin C 20 mg., vitamin E 1 mg., nicotinamide 25 


mg., calc. phosph. 480 mg., ferr. sulph. exsic. 204 mg., 
todine, manganese, copper, mot less than 10 p.p.m. each. 


VITAMINS LTD., UPPER MALL, LONDON, 
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qreatment 
Many years experienc® nas shown 
3 rejativelY small quannies of 
extract aM.) will sive entirely gatistactorY yesulls, 
\\ frequent injection peing 
potency of each patch is clinically 
pefore issue ghis is the only reliable method 
a ne yired to produce a 
the dosad® ed plood 
gatisiactory rate of increase in the * 
pottles — 10 cc: and 20 
| | 
THERAPEUTICAL — 
PREPARATIONS 
oxo LIMITED | 
THAMES youse. QUEEN ST PLACE |g 
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| A synthetic compound possessing 
q POWERFUL 
OESTROGENIC ACTIVITY 


CLINICAL TESTS have shown that Stilboestrol, a synthetic chemical sub- 
stance, has the same action as eestrone, with the added advantage of far 
greater potency. 

. Stilboestrol-Boots is capable of replacing the natural hormone in every way, 


and is indicated in all cases associated with ovarian dysfunction. 


Administration is usually by the mouth, but intramuscular injections may 
be given in severe cases. 


Stilboestrol-Boots is supplied in the form of tablets, and also in ampoules 
for injection. 


STILBOESTROL-BOOTS 


Literature and further information 1s available on request from the Medical Department 


BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM, ENGLAND 


ae 


| 
war : 
| 
| | 
} 
IP 
| 
‘ 
= 


DOWN BROS. 


and 


MAYER & PHELPS, LTD. 


<— HANDLE 


FLOWER’S EPISIOTOMY 
DIRECTOR 


— VERTEX 


This instrument enables obstet- 
ricians to place stitches before 


erineum is incised in medial 
tet episiotomy. The retractor 
is placed in position, sutures 
passed between the director rod 
and its guard, the ends of the 
sutures are held in haemostats 
until delivery is completed. 


Vide: “An Episiotomy Direc- 
tor,” by N. Flower, sancet, 
March 30th, 1946. 


DOWN BROS. and MAYER & PHELPS, LTD. 


SURGICAL INSTRUMENT MAKERS 


Showrooms: 


32-34 NEW CAVENDISH STREET, 
LONDON, W.1 


Telephone: 3764 


TORONTO: 70 Grenville Street 
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The ROBERTS-TALLEY Oxygen 


ROCKER 


THE MOST RBCENT DEVELOPMENT FOR RESUSCITATION 
IN ASPHYXIA NEONATORUM 


ACCESSIBILITY 
INDEPENDENT 


F OF 

PATIENT 

ELECTRICITY 

PNEUMATIC CONTROL OF 

pore ROCKING 
FRE NCY 

FOR MUCUS QUENC 

TEMPERATURE DIRECT OXYGEN 

MAINTENANCE WITHOUT 
ROCKING 


— LIMITED — 


REGD. OFFICES AND SHOWROOMS Tel. WELBECK 3216 


2s. THARER STREET. LONDON. W.1 
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When B.D.H. is specified the prescriber ensures that a 
product of the utmost reliability is supplied. The range of 
B.D.H. Sex Hormone Products completely covers the field 
in this branch of therapeutics. 


ANDROGENS 
Parenteral 
Testosterone Propionate* B.D.H. 
Oral or sublingual 
Methyl-testosterone B.D.H. 


PROGESTOGENS 
Parenteral 
Progestin B.D.H.* 
Oral or sublingual 
Ethisterone B.D.H. 


(ESTROGENS 


Parenteral 
Oestroform ’* 
Oral or sublingual 
Ethiny! Ostradio! B.D.H. ‘Estigyn’ 
Dieneestrol B.D.H. 
Stilbeestrol B.D.H. 
Hexeestrol B.D.H. 
Oestroform’ Tablets 


GONADOTROPHINS 
Parenteral 
Gonan’ (Chorionic Gonadotrophin) 
Serogan’ (Serum Gonadotrophin) 
* Also available as pellets for implantation 
Literature is available on request 


MEDICAL DEP.\RTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 
TELEPHONE : CLERKENWELL 3000 TELEGRAMS: TETRADOME TELEX LONDON 
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NOTICES 


THe JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF THE BriTIsSH EMPIRE was established 
by a Private Limited Company in 190]. The capital was provided by a group of British 
Obstetricians and Gynaecologists, and the profits earned have been devoted to the 


maintenance and improvement of the Journal 


Ihe present Directors are 


SIR FARDLEY HOLLAND SIR EWEN MACLEAN 
JAMES YOUNG CHASSAR MOIR 
A. A GEMMELI MILES PHILLIPS 


SIR WILLIAM FLETCHER SHAW 


The publishers and printers are Messrs. John Sherratt and Son, Park Road, Timperley, 
Altrincham 

The annual subscription is £2 12s. 6d. for Great Britain and Northern Ireland 
and £2 1S». for the Dominions, Colonies and Foreign countries. It is payable to the pub- 
lishers. 

Books for review should be sent to the Editor, The right of publication of all 


articles is reserved 


Directions to Contributors 

Original articles for publication are invited and should be sent to the Editor, Professor James 
Young, Postgraduate Medical School of London, Ducane Road, London, W.12. They are ac- 
cepted on the understanding that they are contributed to this Journal only. Authors are advised 
to keep a copy of all manuscripts. Proofs will be submitted to authors resident in the United 
Kingdom, but to avoid delay or loss the proofs of authors resident abroad will be corrected by 
the editoral staff, unless the authors wish to delegate the work to a representative in this 
country. To lessen editorial work it ts desirable that authors conform to the following 


conventions 


PRESENTATION OF MANUSCRIPT 


Double spaced typescript (not carbon initial capital and contraction for the genus 
copies) should be submitted. Italics in the only after a full spelling at the first mention, 
text should be reserved for words in a thus : 
foreign language and as little as possible Clostridium welchii followed by Cl. 
used to indicate emphasis welchii; Bacterium coli— Bact. coli; Bacillus 

Proper scientific names giving both genus tuberculosis — B. tuberculosis; Corynebac- 
und species should be italicized, with an terium diphtheriae-—C. diphtheriae. 


4 
} 
{ * 
| 
| 
| 
| 
} 
| 
{ 
4 
{ 
} 
| 
| 
| 
} 
| 
| 


Each sentence should have its proper 
components thus: 


“ Progress: The patient continued to im- 
OV 
NOT 
“ Progress: Went downhill.” 


The author’s name, his decorations, 
degrees and relevant diplomas should appear 
at the head of the paper together with his 
appointment at the time of preparation of 
the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman 
numerals (Table I, Table II, etc.) and set 
out on sheets separate from the text with 
indications as to where the author desires 
them to be placed. Illustrations, too, should 
be kept separate from the text and numbered 
in Arabic numerals, Fig. |, Fig. 2, etc. Each 
figure should have a reference in the text and 
a descriptive legend to be printed under- 
neath. This legend should be typed on an 
attached sheet and not written on the back 
of the illustration. The lines in charts should 
not be in colours but in black, and when 
graph paper is used the ruling should be 
grey or faint blue and nor brown, red or 
green. The magnification of microscopical 
illustrations should be stated (e.g., « 250). 
X-ray films should not be submitted unless 
the author is not in a situation to have these 
printed, when the Journal will undertake to 
have this done. If the films promise poor 
reproductions the author is advised to send 
line tracings of the appearances instead. 
Authors may be required, at the Editor’s 
discretion, to contribute to the cost of repro- 


ducing half-tone or coloured plates. 


ABBREVIATIONS 


These should be avoided as far as possible. 
Thus “ per cent” should be used instead of 
the symbol “ % ” and such forms as T.B., 
R.B.C.. B.P., P.E.T., A.P.H. eschewed. 


Dates should be given as 10th May, 1946, 
and not 10. V. 46. Numbers should be in the 
form of numerals and not words excepi when 
beginning a sentence, thus “ Fifteen patients 
out of a total of 60 exhibited,” etc. The 
official rather than the proprietary names of 
drugs must be used. The Journal convention 
is gr. for grains; g. for grammes; Kg.; ml. 
(not c.c. or c.cm.); mg.; pounds (nor |b.); 
ounces (not oz.), etc., and wherever suitable 
the metric equivalent of an English measure 
should be given, for example, when record- 
ing pelvic measurements, size and weight of 
babies, tumours, etc.). 

When comparable figures are given either 
the English or the metric mode must be 
followed, thus: the excretion of urine/24 
hours should be shown in ml. (and not 
ounces) when the urinary or blood-urea is 
given in g./100 ml. 


REFERENCES 


In the text the author’s name should be 
given with the date of publication and the 
list of authors quoted put at the end of the 
text in alphabetical order as in the Harvard 
Scheme: Author’s name, initials, year of 
publication (in brackets), name of journal 
(italics abbreviated), volume number (under- 
lined) and page number. In case of books 
the order is: Author’s name, initials, year of 
publication, full title (italics), edition, pub- 
lisher and place of publication, page, thus: 


Brown, H. E., and Jones, B. K. (1943): J. 
Obstet. Gynaec. Brit. Emp., 2, 128. 

Samson, P. (1940): Obstetrics for Midwives. 
2nd Ed., Fraser, London, p. 9. 


REPRINTS 


Twenty-five reprints are supplied free of 
cost. An author may purchase additional 
reprints if he notifies the publishers on the 
form attached to the proof of his paper. 

Contributors from overseas should state 
the required number on their manuscript. 
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EXCERPTA MEDICA 


rhe International Medical Abstract Service published in English and covering 
the whole field of Clinical and Experimental Medicine 


SECTION X 
CONTENTS 
All articles appearing in journals devoted to obstetrics, gynaecology and 
endocrinology (the latter where applicable) are abstracted. In addition to 
ibstracts of articles on the main subjects, abstracts on nursing and infant care, 
psychosomatic medicine, and on radiology and tuberculosis are included. 
American Journal of Obstetrics and Gynecology 
45 The Excerpta Medica appear in faultless English 
Professor P. Greenhill 
May ! say that your Section X of Excerpta Medica is 
excellent . and I therefore cannot offer any suggestions for its 
improvement I believe you and your co-editors are doing a 
magnificent job 
[he subscription rate is 44 15s. per yearly vo'ume of 600 pages, mcluding an index 
lassified both by author and subject Write for a prospectus or specimen copy 
Sole Distributors for Greet Britain and the British Dominions: 


b& & S. LIVINGSTONE, LTD., 16-17, TEVIOT PLACE, EDINBURGH, 1. 
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Tue term ‘‘ Early Carcinoma "’ is used here 
to include the pre-invasive type (incipient, 
intra-epithelial, or carcinoma-in-situ) and 
the type with early invasion into the cervical 
connective tissue. Rubin’s description in 
gto of the criteria of malignancy in super- 
ficial squamous epithelium of the cervix has 
not yet been improved upon, though many 
writers have added criteria which are not 
really essential. From this work in Schott- 
laender’s clinic, and Schiller’s pioneer 
search for carcinoma in the cervices of 
specimens of total hysterectomy, to the 
more recent large series of Stevenson and 
Scipiades (1938), Te Linde and Galvin 
(1944), Pund and Auerbach (1945), and 
many others, we have undoubtedly reached 
1 stage where the picture of pre-invasive 
carcinoma is accepted by all whose work 
lies in this sphere. In this country, how- 
ever, little attention has been paid to the 
implications of this acceptance, until Young 
(1949) placed it first in a paper on the 
present status—significantly—of treatment. 


It is with the hope that some examples may 
lead to more general acceptauce by patho- 
logists, and to better understanding of the 
position by gynaecologists (who must of 
necessity be both), that this paper is offered. 

For those who doubt that such a picture 
betokens a condition that is cancer, and that 
is bound to become invasive in time if left 
alone, there is frequent eventual finding of 
invasion in the first place, if only sufficient 
sections of such a cervix can be made: also 
there is an increasing number of cases of 
established cancer in which a previous 
cervical biopsy, originally styled cervicitis, 
or ‘‘suspicious, but benign ’’, has been 
found on re-examination to have contained 
an unrecognised early cancer. Te Linde 
(1949) recently estimated these at more than 
20 and details of 1 more will be offered 
here, and of 2 recognized but not treated. 
Some still maintain that the question is un- 
settled, but few would leave such cases 
untreated without the most rigorous follow- 
up, and even that is dangerous, in spite of 
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the established slow rate of growth, for there 
can be nocertainty that there is not invasive 
cancer present without a complete examina- 
tion of the whole cervix as recommended by 
Foote and Stewart (1945). 


Histological Picture 

No description of the naked eye 
appearance is Ol course possible, for the 
early carcinoma is not recognisable 
clinically, the epithelium, though malig- 
nant, being intact. The main factor in the 
diagnosis of malignancy of the surface 
epithelium is the de-differentiation, 01 
anaplasia, and lack of development into 
normal squamous layers. The malignant 
superficial epithelium is, quite simply, 
identical in character with the malignant 
deep epithelium of an invasive cancer. 

Rubin's original criteria are refreshingly 
clear and concise: 

1. Indistinect, uncertain definition of cell 
outlines, particularly in the deeper layers. 

2. The presence of irregular, large, 
intensely stained nuclei, occasionally 
grouped in clumps. 

3. Nodefinite stratification, only partial 
paralle lism of the basal cells (more often 
they are seen to be irregularly disposed ot 
at a slant to the tunica propria). 

j. Marked nuclear granulation. 

Mitosis and cornification, he thought, 
were too variable to be useful. He did not 
remark the oblique line of demarcation 
between benign and malignant epithelium, 
which of course cannot alter the appearance 
of the malignant epithelium, nor did he 
mention a blurred or broken basement 
membrane, which ts too easily found in 
most inflamed cervices without any sus- 
picion of cancer, A striking picture of a pre- 
invasive cancer is shown in Figs. 1 and 2. 
It is generally believed now that this is 
cancer, not precancer. As Willis (1948) 
states, on cancer of the cervix, “‘ the distinc- 
tive characters of the truly precancerous 
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states have yet to be described’’. And 
although this may not be far off, now that 
the pre-invasive picture is accepted and is 
being intensively studied, sufficient change 
of diagnostic procedure is already indicated, 
arising from this acceptance, and will be 
dealt with later. 

Logically, the cancer must begin before 
even the pre-invasive state, but what pro- 
portion of the thickness of the epithelium 
should be seen to be abnormal, before we 
style it cancer, is not known, At present it 
seems to be advisable, and is evidently the 
general habit of those recording such cases, 
to wait until the whole thickness is involved, 
and Te Linde wisely prefers to speak of 
earlier stages yet as “* basal hyperplasia ’ 
and to follow a patient with this condition to 
ascertain if it develops into a full thickness 
cancer; he records such a case so develop- 
ing. It is probably in the recognition of 
early anaplasia of cells rather than layers 
that more light on ‘‘ pre-cancer’’ is likely 
to come, and the established trend of 
modern work is to discover cancer earlier 
and in smaller lesions than either Schiller’s 
or Hinselmann’s methods are capable of. 

At what point we are to regard the cancer 
as invasive is also equivocal. It is 
commonly realised that the cancerous 
epithelium grows down into the cervical 
glands and eventually destroys them. At 
this stage such a gland, cut tangentially, 
may give the appearance of a cell nest, and 
the basement membrane of the gland is as 
yet unbroken; strictly speaking the growth 
is not yet invasive. Foote and Stewart kept 
to this definition, but Te Linde and Galvin 
called any cancerous epithelium below the 
surface, invasive, and hence recorded a 
high rate of discovery of invasion, in further 
and more complete sections of the cervix. 
Opinions will obviously differ over such a 
gland simulating a cell nest, and in some 
cases the question may be well nigh 
insoluble. There may be indication for 
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difference in treatment, however, and an 
attempt should therefore always be made 
by exhaustive sectioning of such a cervix. 
For as long as the growth is limited by a 
basement membrane there cai be no 
lymphatic spread, and Te Linde’s extended 
total hysterectomy should be adequate; 
whereas if the growth has reached the con- 
nective tissue, lymphatic spread may be 
disticult to demonstrate, short of the regional] 
lymph nodes, and a more extensive, or 
Wertheim type of operation, would be 
advisable. 

The question of benign squamous meta- 
plasia gives little trouble, as Pund and 
Auerbach (1946) stated, once that condition 
is familiar, and how Gurskis et al. (1947) 
could style some of their pictures as can- 
cerous change in squamous metaplasia is 
difficult to understand. If malignant, it 
would seem to be impossible to postulate 
what it looked like before it became malig- 
nant. The general concensus of opinion 
would seem to agree with Carmichael and 
Jeaffreson (1941) that squamous meta- 
plasia rarely if ever becomes malignant, and 
it is hardly justifiable to call a condition 
cancerous change in metaplasia simply 
because some cervical columnar epithelium 
is still recognisable in the gland. 

There appears to be a reluctance in the 
literature to pose the question, does all 
cervical epidermoid cancer begin as pre- 
invasive cancer? But more recently a few 
writers more or less assume that it must, and 
certainly it is difficult to avoid this conclu- 
sion. Meyer (1941), to be sure, stated that it 
could begin as a downward projection from 
the basal layer, leaving a benign superficial 
epithelium above it, but it must be very diff- 
cult to be sure that a deeper cancer is not 
reaching the surface, and certainly most of 
the other illustrations on this subject fail to 
show such a picture. From such an 
authority, however, this possibility cannot 
be gainsaid. 
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Rate of Growth 

There can be little doubt that this type 
of cancer has a longer life cycle than is as 
yet generally realised and taught in this 
country, and that the clinically recognisable 
cancer is always an old cancer. The corol- 
lary, that we must free ourselves of the 
notion that cervical cancer runs a 2-3 year 
course, is also now beyond cavil. The 
average age found in large series (4) is 36- 
37 years for the pre-invasive picture, 42 
years for the latent early invasive, and 48 
years for the clinically recognisable. It is 
not suggested that all cervical epidermoid 
cancers have a 12-year latent period before 
being clinically recognisable (though this 
has been recorded) for obviously local and 
general resistance must produce much 
individual variation ; yet to benefit from the 
recognition now paid to pre-invasive cancer, 
we must regard cancer of the cervix as dis- 
coverable at a much earlier average age 
than 48 years. The following 3 cases illus- 
trate this slow rate of growth. 

Case 1. A woman aged 40 years; first seen in 
May, 1940, because of metrorrhagia and Jeucor- 
rhoea. Cervical biopsy drew sufficient attention to 
require a second opinion, and the agreed report was 
summed up as suspicious but probably benign. 
Cauterisation was carried out and warnings given 
to the patient’s doctor. She was not seen again, 
however, until March, 1948, when she was found 
to have a gross carcinoma of the cervix. Re-examina- 
tion of the section made in 1940 showed carcinoma 
in situ. (Figs. 1 and 2.) 


Case 2. A woman aged 58 years. Cervical biopsy 
performed during an operation for pelvic floor repair 
m july, 1945. The report on this was that the 
changes in the epithelium were sufficient to warrant 
a diagnosis of ‘‘epithelioma without obvious 
Six 
weeks later the patient came to Edinburgh for con- 
firmation and possible radiation therapy, A further 
biopsy (Fig. 3) showed no evidence of malignancy 
and no treatment was undertaken. In June, 1949, 
she was again sent to hospital, having had 2 weeks 
of post-menopausal bleeding immediately before. 


invasion ’’ (this was given by another centre). 
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She was then found to have a Stage II cervical 


cancer. Toe first Edinburgh section of this cervix 
was re-examined and its benrgn picture confirmed 
In view of the origina! diagnosis, however, the Edin 
burgh block was sectioned until it was finished, and 
every 20th section examined Eight sections 
altogether were examined and the cancer—pre 
mvasive ippeared in the third | the both) and 


remained, (Figs. 4, 5, and 6 


Case 4. A woman aged 43 years Fragments of 
squamous epithelium amongst endometrial curet 
tings were too scanty for unequivocal report but the 
alarm was given and a hopsy of cervix requested 
This was not forthcoming, the patient appurently 
being unwilling to return to hospital. When specific 
enquiry was made from the laboratory 15 month 
later, she was successfully persuaded to come to 
hospital and biopsy showed an early invasive 


carcinoma 


These 3 cases are of the type that come 
nearest to affording proof of what happens 
to a pre-invasive cance! There is no doubt 
that the original picture in each was cancer, 
though there is always doubt of the pre 
invasiveness if the whole cervix is not 
sectioned 

There are several clinical origins which 
the pre-invasive specimen may have. 


1. Deliberate from an“ unhealthy- 

looking cervix 

This is probably the commonest manner 
in which the histologist is asked for an 
opinion. It might be suggested here that as 
the really early cancer is invisible, a portion 
of cervix ‘‘ looking suspicious "’ has a much 
ereater chance of having a benign or malig- 
nant ulceration, than an early cancer. Be 
thatasit may, the main pitfall of the elective 
biopsy is illustrated by Case 2 above, 
namely the great possibility of missing an 
early cancer Beautiful illustrations of 
inalignant cervices with healthy 
appearances were shown by Dr. Ayre ot 
Montreal, at the British Congress, in 
London, in 1949, and excel'ent illustrations 
may be found in Foote and Stewart's work, 
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in which they show that a single biopsy has 
as much chance of missing, as of finding, an 
early cancer. 

2. The routine examination of the cervix 
amputated during a repair operation, is 
another common request. Most are agreed 
that this rarely unveils a cancer, yet it is a 
step seldom omitted. Once more, ony one 
block is usually made, and more cancers 
would ce rtainly be found if complete section 
could be done. This is, of course, quite 
impracticable, but a ring biopsy cut trom 
the junctional epithelium all round, can be 
itself cut into a dozen or more small biopsies, 
easily mounted on two slides at the most. 
This is not an excessive demand on the 
technician's or histologist’s time and is 
already paying dividends in the laboratory. 
It can also be done by the clinician in the 
first category mentioned above. 

Case 6 was a pre-invasive cancer (Figs. 
7 and &) discovered in an amputated cer- 
vix. When the discovery was made, the 
whole cervix was inspected but no area 
obviously suggested further examination. 
Accordingly 9 more blocks were made from 
it, and 3 more showed the carcinoma, still 
very superficial but now equivocally in- 
vasive, and extending more than I cm. up 
the canal, to within 1 mm. of the line of 
amputation. Only 4 out of 10 blocks thus 
showed carcinoma. As a result of this report 
a total hysterectomy was performed and the 
repaired cervix submitted to exhaustive 
examination. A cone including the new 
external os, with apex just above the 
isthmus, was made inte 2 blocks and serial 
sections cut until the canal disappeared. 
Every twentieth section was stained and 
examined, over 50 being examined in all. 
In none was there any sign of further 
cancer—an assurance for the patient, if 
necessary, that cannot be given with radia- 
tion therapy. 

». The accidental finding of a strip of 
epidermoid cancer in amongst endometrial 


rg 
4 
( 
| 
i 


curettings (Meyer recorded finding 80 cases 
in 3 years, in this way) may be a fruitful 
source of discovery. Here, cases 3 and 5 
are the illustrations. The cervical biopsy 
in case 5 only raised a faint suspicion 
whereas the curettings which came with it 
showed a strip of definite epidermoid can- 
cer unattached to any other tissue. (Figs. 
g and 10.) This was reported, without, of 
course, any qualifying term, such as 
“early’’ or “‘ pre-invasive,’’ and in 10 
days or so the uterus and cervix were sent, 
but unfortunately the two occasions were 
not connected. A routine block was cut 
from an apparently benign cervix, and no 
cancer was found in it by another histo!o- 
gist. This second report was naturally 
questioned, and, further blocks of the cervix 
being made, a pre-invasive cancer was con- 
firmed (Fig. 11). 


4. Another way in which the picture may 
be tound is by the routine examination of 
the cervix in every total hysterectomy, no 
matter what the lesion necessitating the 
operation. We have so far found no un- 
suspected cancers in this way, but Schiller’s 
work, and Pund and Auerbach’s laborious 
complete sectioning of 1,200 specimens and 
finding 3.9 per cent with early cancers, 
leaves no doubt that it is only a matter of 
time, and the more blocks taken from a 
cervix, the shorter will be the time. It is 
remembering this figure, too, which sup- 
ports a plea for total hysterectomy rather 
than subtotal, for these 3.9 per cent would 
sooner or later have been styled “‘ stump 
carcinoma,”’ 


5. The last way I wish to mention for the 
discovery of this picture is the way empha- 
sized originally by Kermauner and Schot- 
tloender, where there is a deeper advanced 
cancer, and the epithelium above it shows 
cancer too, but with an intact basement 
membrane. Three such cases have occurred 
in the last 2 years and are detailed in 
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Table II. Cases 12 and 14 were reported 
as “‘early’’ cancer, as a result of insuf- 
ficient information being sent with the 
specimen. Case 13 was one in which endo- 
cervical curettage was omitted and the 
cancer found in the biopsy. A total hyster- 
ectomy was carried out and the specimen 
is shown in Fig. 12. Case 14 showed suth- 
cient suspicious change in one semi-sub- 
merged nest of the superficial epithelium of 
the biopsy for further sections of the same 
block to be made. These further sections 
showed more and more carcinoma in each 
one, but still superficial. When this was 
followed to the hospital, it was discovered 
that the case hac already been diagnosed 
by a biopsy at another centre and had come 
to Edinburgh for treatment. 

These misunderstandings are probably 
common enough and, far from causing 
irritation to the histologist, they produce 
the added confidence of having come 
through such a test ! 


The Implications. 

In early cancers such as are shown in 
Table I, the cure rate should be roo per cent 
whatever the treatment, radiotherapy or 
surgery, except for the possible radium- 
resistant case. But it is inherent in the con- 
dition that a final diagnosis, outlining the 
extent of the cancer, can only be given if 
the whole cervix is very thoroughly sec- 
tioned, and most opinions for this reason 
favour surgery, as already indicated. 
Novak (1947) discusses amputation of the 
cervix for full diagnosis, but if the cancer 
reaches near to the line of amputation, as 
in Case 6, there must be further surgery to 
ensure complete eradication. Cauterization 
is recognized to be quite unreliable. No 
more will be said of treatment, for this is 
not the difficulty. The implications are 
that we must introduce some measures to 
find these early cancers, accept the respon- 
sibility of looking for them before they 
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cause the textbook symptoms and signs, 
and lower our idea of the average age of 
cancer of the cervix. 

As clinical pathologists we must examine 
many more sections ; further sections of any 
specimen raising suspicion, and a ring cut 
from the mucosal junction of any cervix 
sent for routine examination, with or with- 
out the uterus, should be made. 

On the clinician, however, lies the chief 
burden, and we must educate ourselves as 
xzynaecologists even before the education 
of the public. It is admittedly hard to get 
out of the habit of diagnosing “‘ just an 
erosion,’’ or healthy cervix from the 
appearance on speculum examination, and 
to develop a new habit of taking a specimen 
from every cervix that is examined in, at 
least, patients who are admitted to hospital 
and taken to the operating theatre. Yet 
there must be some new regime instituted 
if the situation produced by the collected 
work on pre-invasive cancer is acknow- 
ledged. On one extreme is the taking of a 
single biopsy from a cervix that appears to 
be “‘unhealthy’’ and on other are the 
clinics in U.S.A. where healthy patients 
may attend, without symptoms of any kind. 

For the clinician, thus, the duties appear 
to be: 

1. The efficient following of any patient 
whose biopsy raised suspicion, even if 
further sections proved negative. 


2. Not to discharge a patient on the 
strength of a negative biopsy, when a 
positive report has previously been given. 

3. To obtain a sample of the junctional 
tissue of every cervix seen in the operating 
theatre, and, as a more thorough step, of 
every cervix seen in the out-patients’ 
department. 

This is certainly possible in the operating 
theatre, but not usually in most gynaeco- 
logical out-patients’ departments, and 
selection of some sort is bound to be made 


until we have staff sufficient in training as 
well as in numbers, to cope with a planned 
search, the goal being a possible 100 per cent 
cure-rate. 

What sample of the junctional tissue 
should be obtained ? Ideally again, we must 
aim at samples from the entire circumfer- 
ence--four punch biopsies as a minimum, 
or better, a ring ’’ or cone biopsy. Either 
of these requires admission, short of an 
out-patient clinic where time could be 
spared to coaguate the raw areas left; and 
either involves the preparation of many 
blocks, and the examination of many 
sections (a task severe enough in occasional 
suspected cases, and virtually impossible as 
a routine) to catch the clinically unsuspected 
case of early cancer. 

Novak's (1947) recommendation of a 
circular scrape round the junctional epi- 
thelium with a knife, or a sharp spoon 
curette, is simpler and more practicable 
for outpatients but the scraping is still best 
dropped into Bouin's fluid and examined 
after preparation of a paraffin block. 
Tangential sectioning of the surface also 
produces a new appearance which histo- 
logists must learn to recognize. If we must 
learn a new picture, and examine many 
more slides, it is a short step to the con- 
clusion that the scraping would be more 
simp'y examined if spread as a smear, 
after Papanicolaou and Traut (1941) and 
the cervical smear as advocated by Ayre 
(1947), is seen to cover all the requirements 

for the clinician. The ease of taking it, 
fixing it, transporting it and staining it, 
opens the door to great new possibilities of 
increasing the cure-rate. 

The reliability of this method depends 
very largely, of course, on the interpreter, 
and will necessarily vary, though it is 
certain that this interpretation must be 
tackled, in the larger centres. And even if 
only the more obvious cancer cells are at 
first recognized, the number of cases so 
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benefiting should still be worth while 
Gladstone's (1949) sponge biopsy "may 
yet prove to be more reliable, as larger 
sheets of surface ce lls are obtained 

Certain rules should be laid down, how 
ever, for steps in investigation 


(a) It the cervix 1S suspect, a biopsy 
should be taken at the same time as a smear, 
ind if the smear be positive and the biopsy 
negative, the biopsy repeated as a ring 
biopsy ind the endocervix curetted 


(b) If the cervix appears to be normal, a 
positive sinear must always be confirmed by 
biopsy of endocervix and junctional 
epithelium and here comprehensive se 
tioning may be necessary to avoid, as 
Ayre (1945) insists, the dilemma of need 
less radical treatment, on the one hand, and 
on the other of losing the benefit of the 
cytological diagnosis of early cancer. By 

neediess ° is, of course, meant surgery 
or treatment carried out because of a 
positive cytologi al report, without biopsy 
confirmation. It such a biopsy its negative 
the patient should still be eth iently 
followed. A negative smear must be taken 
at its face value, unless the symptoms are 
suggestive, and again, smears should be 
repeated or a biopsy taken 

One positive smear may lead to biopsy 
and treatment. One negative smear can 
not be enough in the face of suggestive 
symptoms and signs But above all, on 
biopsy, it should be re alized, and especially 
from an unhealthy cervix, has only an equal 
chance of giving the correct diagnosis 1n an 
early or pre-invasive cance! 


(c) After treatment, smears should con 
tinue to be take Even after radiation 
treatment, they should be taken, for in a 
eancer of this early extent, radiation will 
leave no tissue for Glucksmann and Spear 
biopsies (1945) trom the growing edge, and 
only uncertainty « ould arise from examina 
tion of any biopsies taken. Radium resis 


tance might be recognized by cancer cells 
still appearing in the smear, where a further 
biopsy might easily miss the affected area. 

(d) Vaginal smear, as opposed to cervical, 
stands a greater chance of discovering the 
endometrial cancer than the cervi al 
smear, but the diagnosis of endometrial cells 
is notoriously more difficult. Both speci- 
mens can be taken simultaneously, 

No better conclusion to this modest 
exposition can be made, than two state- 
ments from Maliphant’s (1949) recent paper 
on the incidence of cancer of the cervix. 

‘‘ There is little prospect of effecting any 
ippreciable reduction in the incidence of the 
disease by prophylactic measures, and the 
pressing need is fot diagnosis at a stage 
when cure is not only possible but probable, 
by existing therapeutic methods.” 

‘* Although carcinoma of the uterine cer 
vix, when taken early, is to a large extent 
curable, the proportion of cases coming to 
treatment at an early stage is so small that 
little impression is being made on its mor- 
tality-rate.”’ 

The essence of the situation lies in the 
phrase when taken early,’ and a large 
measure of improvement is within our grasp 
if we care to organize the opportunities. 


I wish expressly to thank Mr. J. Shears- 
by and his junior colleagues of the depart- 
ment’s laboratory for much extra work in 
making more and more sections whenever 
requested. 
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Case 1. Original biopsy of 1940 initially reported as ‘* suspicious 
but benign ’’, and subsequently recognized as carcinoma im situ 
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Cast 13. Cervical biopsy only showed a pre-invasive cancer, where 
endocervical curettage would probably have shown the true picture 
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ENDOMETRIOSIS OVARII ET PERITONAEI CAUSED BY 


HYSTEROSALPINGOGRAPHY 


(Contribution to the Pathogenesis of Endometriosis) 
BY 


GUNNAR TeI_um, M.D. 


AND 


VALDEMAR Mapsen, M.D. 
trom the University Institute of Pathological Anatomy and the University 


DINCE, in recent years, hysterosalpingo- 
graphy has been increasingly empioyed as 
a valuable method ot gynaecological 
exainination, it is Only natural that atten 
tion has been directed to the risks and 
injuries with which it may be associated. In 
the present paper we shall not consider the 
rare cases of mishap due to spread of an 
infection, oil embolism, abortion and 
septicaemia, Of greater interest in this con- 
nection are the direct se quelae which may 
follow the introduction otf iodized oils as 
contrast media. In addition to the inflam- 
matory reactions, which occur in some 
Holm-Nielsen (1946) the 
foreign body-reaction on the peritoneum in 
the pelvis minor observed by all examiners 
(Sauramo, 1g46), and by authors 
termed “ olperitonitis’’, which in a few 
cases may cause intraperitoneal adhesions, 
in particular involving the omentum. But in 
these and in other previous investigations 
the occurrence of endometriosis caused by 
hysterosalpingography never 
observed 

The occurrence of endometriosis peri 
tonaci caused by hysterosalpingography has 
been described pre viously by one of the 
writers (Teilum, 1948). This communica- 
tion is concerned with the morphologic- 


Cases, stresses 


some 


has been 


Gynaecological Department, Copenhagen. 


clinical description of a total of 7 cases, in 
which the more or less marked presence of 
ectopic endometrium (endometriosis) has 
been demonstrated histologically in exami- 
nations made sooner or later after hystero- 
salpingography with iodized oils. 

The main object of the work is to explain 
the morphogenesis of the endometriosis in 
such cases and thus to illustrate its relations 
to the hysterosalpingography. This will 
render possible a more positive attitude to 
the question of the pathogenesis of 
endometriosis in general. 

It must be stressed that it will hardly ever 
be possible by purely CLINICAL methods to 
prove beyond doubt that endometriosis 
occurring some time after hysterosalpingo- 
graphy ts a result of the latter. The basis of 
such a supposition will always depend on 
purely MORPHOLOGICAL criteria. But, it is of 
interest to examine in fuller detail whether 
the clinical data in the individual cases are 
reconcilable with such an etiology and may 
perhaps in some cases corroborate it. 


Case Recorps 


Case 1. Case record No. 103/47 was that of 


married woman aged 28. She had appendicectomy 
at the age of 17. Menstruation from the age of 15 


was always irregular, 2-4 days/ 30-40 days. Nine 
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months ago she had metrorrhagia for about 2 
months. Four years ago she had retention of the 
placenta which was removed by Credé’s method and 
expression 2 hours after birth. She was treated 2} 
years ago for abortion with curettage twice within 
a week. Then she had dyspareunia and later, 
frigidity. Later there was psychogenic depression 
for which she was admitted to the psychiatric 
department about 3 months ago. 


At hysterosalpingography 3 months before admis- 
sion the uterus was found to be normal, the tubes 
being filled normally; 24 hours later there was 
normal distribution of the contrast medium. On 
the right side there was an enlarged ovary. 

At laparotomy about 3 months atter the hystero- 
salpingography the uterus, was found to be retro 
flexed, otherwise normal. The tubes were normal 
and both ovaries were enlarged to at least twice the 
normal size owing to small cysts. A wedge-shaped 
portioa was excised from both ovaries, the remain- 
ing cysts being removed by curettage with a sharp 
spoon followed by suturing. addition, 
Webster's suspension operation was carried out. 

Microscopy. In addition to follicular cysts in 
both ovaries, the microscopical examination 
showed typical lipoid granulomata on the surface of 
the right ovary, with large vacuoles corresponding 
to lipoid, foreign-body giant cells, histiocytic infil- 
tration and fibrocytes (Figs. 1 and 2). At the edge 
of the granuloma the low surface epithelium of 
the ovary displays transition into  cylindro- 
cubical or low columnar epithelium, which partly 
covers the deep side of the granuloma and partly 
lines a number of interstitial spaces between 
the surfaces of the granulomata and that of the 
ovary (Fig. 3). These findings suggest that the 
epithelium has changed as a consequence of the 
presence of the granuloma. The epithelium which 
lines these cystic interstitial spaces is not of the 
endometrial type in this phase of development, but 
there are also other granulomata showing a 
different picture (Figs. 4 and 5). Here a typical 
lipoid granuloma is also seen, with vacuoles and 
giant cells, but both on the surface of the ovary 
and on the under side of the granuloma the 
epithelium lining the corresponding interstitial 
space is tall, simple columnar, of endometrial type, 
in parts ciliated and rather of tubal type, and the 
adjoining stroma, in particular in the upper part, is 
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richer in cells in parts, being of the nature of cyto- 
genic stroma. Haemorrhage or accumulation of 
blood pigments was not demonstrated, That the 
case is one of endometrial implantation is unlikely 
because of the localization of the epitheium in the 
subgranulomatous interstitial spaces, and the com- 
plete topographical correspondence with the non- 
endometrial metaplasia in relation to the granulo- 
mata first mentioned (Figs. 1 and 2). 

The changes are interpreted as endometrial 
metaplasia of the surface epithelium of the ovary, 
produced by the iodized oil, There was no 
endometriosis within the substance of the ovary 
itself. 

As only 3 months had passed between the 
hysterosalpingography and the laparotomy, it is not 
surprising that there was no clinical clue to the 
development of endometriosis after the hystero- 
salpingography. 


Case 2. Case record No. 327/45 was that of a 
married woman aged 21. Menstruation commenc 
ing at the age of 17 was regular, 4 days/ 30 days. 
Durmg the past 4 years she had had abdominal 
pain, in particular in the right iliac fossa. The pain 
is periodical and is accentuated before menstrua- 
tion. On 2 occasions she had been admitted to 
hospital for bilateral sa'pingitis and _ pelvic 
peritonitis. Appendicectomy was performed in 
1942. 

Gynaecological examination showed the uterus to 
be of normal size, shape and consistency, ante- 
flexed, sinistroposed and partially mobile. In the 
right side there was an elastic swelling the size of 
a pigeon’s egg. In the left parametrium there was 
resistance and tenderness and some thickening, but 
no definite swelling. 

Hysterosalpingography showed the uterus to be 
normal, rather high and sinistroposed. There was 
no filling of the right tube. The ‘eft tube was seen 
to be interrupted and irregularly filled and not dis- 
tended. Twenty-four hours later there was contrast 
medium in the left side of the pelvis with the typical 
outline of adhesions. There was no retention in the 
tube. 

Ten days after hysterosalpingography, laparo- 
tomy was performed with double salpingectomy 
and removal of the right ovary which was cystic. 
There were numerous adhesions and a wispy, 
rough, peritoneal coating on the uterus. Douglas’s 


4 
Ho: 
& 
| 
‘| 
if 
Ph 
f 
4 
. 
i 
Al 


pouch was parts ly closed by adhesions, the tubes 
were thm ket j mwested, there was no passage 
through the rmght tube and the left admitted a probe 
only in the lateral halt. The lett ovary was norma! 


whist the nght was about the size of a wainut, con 


tain.ng a sangue Cyst the size of a hazel nut 
Hi cal examination. In addition to bilateral 
Ipiagitis and fol wulas ind lutein cysts in 
the meht ovary, the examination showed marked 
Lipa i mata on the surface of the tube, with 
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Histological exammation. In addition to bilateral 
chrome salpingitis, the examimaton showed a 
marked lipoid granuloma on the surface ol the left 
tube Large endothelium- or epithelium-lined 
cystic cavities between the granuloma and the 
surtace of the serosa (I ig. 7) were seen to contain 
accumulations of lpoid granuloma with typical 
epithelial endometrium There was some amorphous 
precipitate iodine Otherwise there were no signs 


of endometriosis 


giant ell ind amorphous pod 
deposit alse few embedded lumina circum 
cr bed by endometrial epithelium (big. 6), but not 
led by cytogem troma There was m 
haemorrhage or blood pigment and there were me 
signs of endometriosis in ry 
In this case the endometrial particles must be 
ipposed to have been carried with the contrast 


medium into the pernttoneum,. The deve.opment of 


endometrnosis trom such imy lantatimou cannot he 
excluded Ch ly there vere mm gn ot 
‘ j etr 
Casi , = « record N joo 44 was that of a 
marned woman aged 22. Menstruation was regular 
clay «ay She had been marred for rf 
mouths and had never been pregnant. She had 
appendicect chaud 2 years ag During the 
past year tl had been dyspareunia wrth pain tor 
it 4 clay wit t relat i to the menstruation 
She had had et iteve treatment tor 2 months in 
hosput il and 4 mont! it home without any effect 
(in wynae yual examination the iterus was 
found of norma ip ize and position Phe 
patient stated that movement of the uteru caused 
pu On the neht sxle there was an unmistakable 
welling in the tube-ovanan region with distinct 
te rderne ta the parametrium on this 
side. On the lett le there was nothing abnormal 
H alps ipl | ted fill 
ing tube and distr ion ot trast mediun 
in the pentoneum wit listiuct sign { adhesions 
day alte yster aly phy lapara 
tomy and double salp «tomy and resection of the 
neht ovary were 1 out \ need 
bilateral salpingitis was found; both adnexa were 
embedded in adhe the left berg moreover 
wiherent to the sigmoid flexure The lett 


was normal. the right ovary contained a 


corpus luteum cyst 


Case 4. Case record No. 356/47 was that of a 
woman aged 38, who in the course of the past 2 
years had been admitted repeatedly for primary 
sterility 

On admission im May, 1946, ysterosalpimgo 
raphy was made The uterus was found to be 
s.tuated with the fundus downwards, otherwise 
normal. There was disconnected and scanty filling 
of both tubes. Twenty-four hours later there was 
t minimum of contrast medium in the peritoneum 
ind no retention in the tubes 

Since May, 1946, she has been complaimng of 
ibdominal pain accentuated by menstruation but 
ilso present outside the periods She had men 
struated from her eleventh year, 2 to 3 days/ 25 
days. During the past few years menstruation was 
very irregular, often failing to appear From 
January, 1947, there was regular menstruation, 6 
to 7 days/1 month, but during the last month 
before admission in May, 1947, there was slight 
intermenstrual bleedings 

Hysterosalfingography No. on April 29th, 1947 
showed signs of endometriosis in the right tube 

nly fil ing of the uterine portion of the right tube, 
where the contrast medium formed a kind of 
rosette indicative of endometrnios.s The leit tube 
was pitent 

On May 7th, 1947, laparotomy and right sa'pingo 
oophorectomy and appendicectomy was ¢ irried out 
A tubal eadometriosis was present on the right side 
The typical nodular thickening was the size of a 
pea. There were no signs of salpingitis The nght 
ovary contained a cyst well over the size of a plum 
On the left side there was a peritoneal cyst the size 
of a nut kernel which was easily removed. The 

ctium of the left tube was pate it 

Histological examination. In the uterine portion 
of the right tube there were several epithelium-lined 


cavities with simple columnar epithelium of 
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endometrial type, but without cytogenic stroma 
These changes corresponded to the internal tubal 
endometriosis demonstrated in  hysterosalpingo 
On the surface of the tube there was 
the 


salpingography No. 2) and, without any relation to 


graphy No. 2. 


a fresh lipoid granuloma (from hystero- 


this, an external endometriosis with isolated 
endometrial glands with scanty cytogenic stroma 
as wel as endometrial metaplasia of the surface 
epithelium This directly adjoined fibrosed sub 
serous tissue (Fig. 8) 

Two years after the first hysterosa!pingography 
and eight days after the second the histological 
examinations showed both an internal, so-called 
tubal adenomyosis and an external (peritoneal) 
tubal endometriosis in direct contact with fibrosed 
stroma on the surface of the tube 
none of the 


Judged by their 


endometrial changes can be supposed to originate 


appearance 


from the second hysterosalpingography only 8 days 
belore the operation. The following points might, 
on the other hand, be regarded as favourtng a causal 
connection with the first hysterosalpingography 
though this connection cannot be definitely proved 

(1) The imternal tubal endometriosis demon 
strated at the second hysterosalpingography 

(2) The pain accentuated at menstruation began 
after the first hysterosalpingography . 

(3) As far as the external endometriosis is con 
the 


‘ endometrial "’ metaplasia demonstrated in Case 1, 


cerned, the morphological resemblance to 


whilst no endometrial tissue was demonstrated in 
relation to the fresh lipoid granuloma caused by 
the second hysterosalpingography 


Case 5. Case record No. 103/46 was that of a 
married woman aged 24. She was m hospital from 
November 15th to the 30th, 1946, with a diagnosis 
of salpingo-obphoritis and endometriosis of the 
About had admitted for 


salpingitis and since then had periodical abdominal 


tubes 1935 she been 
pain, increasing in 1945 and associated with fever 
In addition there was sterility 
Hysterosalpingography was first performed on 
February 13th, 1945, and showed signs of salpingitis 
with pecitubal adhesions, but unobstructed passage 
Hysterosalpingography No. 


October 18th, 1946, ina private Roentgen clinic, No 


2 was made on 


evidence of remaining contrast medium was seen 
There were signs of bilateral salpingitis. 


On November 18th, 1946, a laparotomy with 
bilateral salpingo-oOphorectomy and resection of 
the right ovary was carried out. Both adnexa were 
found to be firmly adherent to the bottom of 
Douglas's pouch. A number of fine granulations 
(effect of hysterosa!pingography were present?) on 
the surface. Both of the tubes were distended in 
the abdominal portions—on one side to the thick- 
ness of the index finger and on the other hand, to 
The left tube had been 
transformed into a closed sactosalpinx, which was 


that of the little finger 


opened, after which some fluid escaped. 

The histological examination showed signs of 
chronic bilateral salpingitis. Corresponding to the 
fibrosed, thickened and highly vascularized sub- 
serosa both of the tubes displayed embedding of 
numerous amorphous deposits (iodized oil) (Fig 9). 
Moreover fibrous adhesions and serosa cysts were 
seen, often with epithelial metaplasia and transition 
into superficial areas of endometrial tissue with 
glands and cytogenic stroma (Fig 10). In addition 
the mucous membrane was seen to contain dark 
precipitates, deeply haematoxylin-stained, and the 
contained a few 


wall lumina without cytogenic 


stroma 


Case 6. The case record, No. 393/47, was that of 


i married woman, aged 25. She was in hospital 
irom May 8th to the 27th, 1947, with a diagnosis of 
primary sterility, chronic salpingo-odphoritis and 
endometriosis of the tubes 

Menstruation commenced at the age of 14 and was 
very irregular during the first 3 or 4 years, The free 
interval varied from 1 to 3 weeks; later it was 
regular, 10 days/4 weeks. In February, 1943, she 
was treated for salpingitis. She complained of 
abdominal pain, in particular in the right side and 
especially about a week after the cessation of men 
struation, There was primary sterility for 24 years. 

Hysterosalpingography on September 2nd, 1946, 
showed bilateral salpingitis with combined tubal 
retention and patency 

On May 13th, 1947, at laparatomy the uterus was 
found to be of normal size and the serosa on the 
uterus and on the medial portion of the tube was 
Both of the 
adnexa were fixed in the pelvis and were loosened 
The right 
formed into a closed hydrosalpinx on which sal- 


slightly thickened with whitish spots. 


from the adhesions tube was trans 


pingostomy was carried out. The left tube was 
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I4 
found to be slightly thickened, with a patent 
ostium abdominale, the ovary contained a fresh 
corpus luteum 

Histological examination showed a portion of the 
tube with chronic inflammatory changes and 
fibrosis. In addition to several serosa cysts the 
surface displayed, embedded in the subserosa, 
grouped lumina resembling endometriosis but no 
clear evidence of cytogenic stroma. Further, over a 
large part of the circumference, there was marked 

endometrial metaplasia Fig The 
ep thelium direct'y adjoined the highly vascularized 
subserosa which displayed fibrous thickening and, in 
part , emall amount of cytogenic stroma, whilst a 
coarse-meshed connective tissue nich in cells was 
observed above the columnar endometrial 

Even though the salpingitis has persisted through 
out several years, the marked peritubal end 
metrios's that was demonstrated must be associated 
with the hysterosalpingography made & months 
earlier. With regard to topographical localization 
the histological picture is of the same type as was 
described in Cases 1 and 4, and seems to indicate 
that the aberrant endometrium has developed on 
the basis of an abnormal differentiation of the serosa 
coating. This is not incompatible with the clinical 


Cast Case record No. 15/44 was that of a 
married woman aged 30. She was in hospital the 
first time from September 2nd to the gth, 1942 with 
1 diagnosis of primary sterility and cystic ovary 
She stated that she had had increasing lumbar pain 
ind pain on the iliac fossae, both in relation to and 
independent of me truation. She had been treated 
with estilbin (ovarian oestrogen) for about a year 
hefore admission. The pain seemed to have a certain 
connection wrth the istrual cycle, the periods of 
pain as a rule beginning a week before menstrua 
tion and becoming aggravated when the period 
ee an 

Hysterosalpingography No. 1 Perabrodil 4.50 
cm.) showed patent tubes and signs of the left 
ovary being almost the size,of a mandann orange 

She was in hospita! for the second time from May 
ard to the Sth, 19443 with the same dragnosis 

H ysterosalpingography No 2 Jodumbrin 
M.C.O. " 5 ¢.cm.) gave exactly the same result as 


the first time 
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She was in hospital for the third time from 
January jrd to the 13th, 1944, with the same 
diagnosis. In hysterosalpingography No. 3 (lodipin 
‘ Merck 6c. cm.) the same findings were made but 
the roentgenologic enlargement of the ovary was 
less than in the 2 previous hysterosalpingographies. 

She was in hospital for the fourth time from 
January 25th to February 28th, 1944, with a 
diagnosis of primary sterility and ovarian endo- 
metriosis. On January 28th, 1944, laparatomy was 
performed with resection of the ovaries and rese¢ 
tion of the presacral nerve. The peritoneum on the 
internal genita’s, in particular on the uterus, was 
found to be rough. Here a fine granulation film was 
found containing small particles of oil. In se veral 
parts the film could be wiped off with a tampon 
The left ovary was shghtly enlarged and contained 
a number of small cysts. In one spot there was a 
couple of blood dots. The enlarged portion of the 
left ovary containing small cysts was resected. On 
the right side the ovary was found to be of normal 
size, with a couple of blood dots on the surface. The 
appearance of the ovaries suggests the presence of 
endometriosis. Macroscopically, both tubes were 


seen to be normal 


Histological examination. The surface of the 
ovary showed marked endometriosis in relation to 
thick coatings of lipoid granulomata. The changes 
im this case seemed especially remarkable, for, cor 
responding to 2 different layers of the thick granu 
lomatous coating—a deeper one of an earlier date 
ind a superficial one of a more recent date—there 
could be demonstrated 2 simi'ar types of epithe.ium 
lining the characteristic recesses and cavities (cf 
topography in Case 1 

The deep, fibrosed layer, which must be supposed 
to originate from hysterosalpingography No. 1 or 2, 
contained remnants of dark amorphous precipitates 
ind passed on into a typically cytogenic stroma 
with bleeding, surrounding slit-shaped cavities and 
recesses lined with typical endometrial epithelium 
Fiz. 12), while the recesses corresponding to the 
fresh (superficial) lipoid granuloma, which 
originates from hysterosalpingography No. 3 made 
about 3 weeks before the laparotomy, displayed 
metap'asia of the surface epithelium, which at the 
edge of the granulomata became taller and cubical 
but not of the endometrial type 

In this case the endometriosis showed distinct 
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signs of cyclic responsiveness, and was confined 
everywhere to the deep layer of the coatings. 

In this case the demonstration of 2 different 
layers of granulomatous coatings, originating from 
2 earlier injections and a more recent injection of 
contrast medium and both being associated with 
epithelial metaplasia of a characteristic topography, 
must—especially in view of the findings in Case 1- 
be regarded as indicative of development of the 
endometriosis on the basis of a metaplasia of the 
suriace epithelium of the ovary caused by the 
irritative influence of the contrast medium. As all 
the areas of endometriosis found display a relation 
to the early granulomata, it must be considered 
improbable that the endometriosis should have been 
present before the first hysterosalpingography, even 
though, from a purely clinical point of view, this 
could not be considered out of the question. 


ConTRAST MEDIUM 

The contrast media employed were 
Jodumbrin 40 per cent, about 5 or 6 ml. (in 
Cases 1, 2, 3 and 4), lodipin 20 per cent, 
about 6c.cm. (in Case 5), and Neo-Hydriol 
fluid, May & Baker, 3 ml. (in Case 6). In 
Case 7 Perabrodil, 4.50 ml. was used in the 
first examination, Jodumbrin ‘‘ M.C.O.’’, 
5 ml, in the second, and Iodipin ‘‘ Merck ’’, 
6 ml. in the third examination. 

As will be seen, the injections were often 
fractional, another injection being made if 
the first did not produce sufficient filling of 
the tubes. Where there was obstruction in 
the course of the injection the latter was 
stopped at once. 


DISCUSSION 

A description is given of 7 cases of endo- 
metriosis on the surface of the ovary or the 
salpinx in which the morphological findings 
(the relation to lipoid granulomata of recent 
or earlier date and remnants of contrast 
medium) support the supposition that the 
endometriosis has been caused by a 
previous hysterosalpingography. 

In 1 case (Case 1) it was possible 3 months 
after hysterosalpingography to demonstrate 
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various morphological phases of develop- 
ment with transition of the surface 
epithelium of the ovary into a metaplastic 
columnar epithelium of endometrial type. 
In addition, the changes displayed a topo- 
graphically strict localization to the edges of 
the lipoid granulomata and the subgranu- 
lomatous interstitial spaces, resulting in 
some cases in epithelium lined surface cysts, 
in others in the development of endo- 
metriosis. 

These findings are taken as a proof that 
endometriosis on the surface of the internal 
genitals may develop through an irritative 
influence on the surface epithelium, which is 
derived from the coelomic epithelium, in 
contormity with the so-called coelomic 
metaplasia theory (or  serosa-epithelial 
theory) of the origin of endometriosis. 

The findings in Cases 4, 5, 6and 7 are also 
highly suggestive of a metaplastic influence 
on the surface epithelium caused by the 
injected contrast medium, and resulting in 
endometriosis. 

Besides Case 1, a specially instructive 
case is No. 7 in which, corresponding 
respectively to the hysterosalpingography 
carried out 3 weeks earlier and to the inter- 
ference, or interferences, performed far 
earlier, there could be demonstrated fresh 
and older lipoid granulomata with marked 
epithelial metaplasia corresponding to the 
underlying recesses, in such a manner, how- 
ever, that the epithelium had assumed the 
endometrial type only in the oldest and most 
deeply situated recesses. 

In addition to the endometriosis the sur- 
face of the ovary and the tube is seen in 
some cases to develop serosal cysts with 
exactly the same topography in relation to 
tne remnants of granulomata but covered 
with an atypical cubical epithelium. In 
relation both to these cysts and to the endo- 
metriosis precipitates of iodized oil could be 
demonstrated in the underlying connective 
tissue in some cases. 
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In 2 cases isolated endometrial particles 
were found to be embedded in lipoid 
remnants on the surface of the 
In both cases only 10 days had passed 
hysterosalpingography, and there 
were no signs of cyclic functional respon- 
siveness of these or of clinical endometrio- 
sis. Thus we cannot on the basis of these 
findings say anything about the possibility 
that endometriosis may develop from such 
implantations 

In the first 3 cases where less than a month 
had passed since hysterosalpingography 
nothing has been demonstrated clinically in 
support of while in the 
remaining 4 cases the clinical findings do not 
speak against a development of the endo 
metriosis as a consequence of the hystero- 
salpingography that had been made pre 
viously 
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SUMMARY 
Che writers report a number of cases of 
endometriosis localized to the surface of the 
ovary or the tube in which the morpho 


logical findings (the relation to remnants of 
contrast medium with the development of 
the endometriosis at the edge of lipoid 
granulomata and subgranulomatous inter- 
stitial spaces) show that these are cases ot 
metaplastic transformation of the surface 
epithelium on the ovary and the tube into 
epithelium of endometrial type. 

These findings must be considered 
decisive proofs that endometriosis on the 
surface of the ovary and the tube MAY 
develop as a result of abnormal differentia- 
tion changes in the germinal epithelium and 
various parts of the pelvic peritoneum, 
which, embryologically, have been derived 
from the coelomic epithelium in conformity 
with the metaplasia 


so-called coelomi 


(or serosa-epithelial) theory. 
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INTRODUCTION 

elaboration of ‘‘clearance’’ tests 
of renal excretory activity, whereby 
separate estimates of glomerular and 
tubular function may be made simul- 
taneously, has enabled great advances 
to be made in our knowledge of renal 
physiology. By the use of the inert 
polysaccharide, inulin, the glomerular 
filtration rate may be measured. This sub- 
stance may safely be injected into the 
human subject and rapidly distributes itself 
in the body water; it is of such a molecular 
size as to be able freely to pass the 
glomerular filter, its concentration in the 
glomerular filtrate being equal to that in the 
plasma from which the filtrate was derived. 
In the passage of this glomerular filtrate 
down the tubular part of the nephron, water 
is absorbed (along with many of the dis- 
solved solutes) but no absorption of inulin 
occurs and all of this substance which is 
filtered at the glomerulus appears in the 
urine. The “‘ clearance ’’ of this substance 
therefore will measure the volume of the 
glomerular filtrate. 
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To be able to assess the dynamic state of 
the kidney the volume of blood which is 
perfusing the organ per unit of time must be 
known. This is measured by means of the 
clearance of diodone, the iodine pyridone 
compound used in radio-urography, In 
addition to being filtered off at the glome- 
rulus from the blood along with the water 
in which it is contained, it is also actively 
excreted by the tubule cells to such an extent 
that the renal venous blood is to all practical 
purposes free of the compound. Hence the 
clearance of diodone will measure the 
volume of plasma (since diodone does not 
penetrate the red cell) which has perfused 
the kidney; by the application of the 
haematocrit factor the blood flow can be 
calculated. 

The interpretation of these clearance 
tests can only be reliable when made with 
knowledge of the circulatory conditions 
existing at the time the test is carried out. 
Where the circulatory equilibrium is 
stabilised and not subject to variation, 
clearance tests may be relied on as a basis 
for prognosis, but where an_ unstable 
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equilibrium is present, clearance values 
represent only the functional capacity of the 
organ under the particular circulatory con- 
ditions present at the time of testing, and are 
valueless as a basis for prognosis unless 
subsequent circulatory changes can be 
accurately foretold. Thus in established 
renal lesions, where irreversible circulatory 
changes have occurred, clearance tests are 
of value, but in conditions such as ‘‘ tox- 
late pregnancy’, which 
circulatory changes are marked but rever 
sible, they have proved of little prognostic 
value. 

If these tests have been found of little 
value to the clinician, who wants primarily 


aemia of 


TABLE 


1. Normal Group 


No Index No 
I 1876/45 
2 1101/45 
927/45 
4 2340/48 


loxaemec Group. 


No Index No Age Gravida 
! 2403/45 30 I 
2 2219/45 33 I 
4955/47 4! 
4 2010/48 26 I 
5 §05 / 45 45 6 
3901 / 47 42 I 
/ 5f 48 35 
582/48 I 
0 I 45 5 
to 409 45 28 3 

11 2473/45 22 I 

1s 45 42 

14 331/48 37 

9/49 25 

15 55/45 $4 

! 119/45 23 I 

17 20 1 

1s 4° 4/ 

19 1924/48 22 I 

20 568 458 24 I 
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an indication of the future course of the con- 
dition, their development has led to a 
clearer understanding of the nature of the 
mechanisms by which the intra-renal 
circulation is controlled, and of the changes 
in the haemodynamic equilibrium within 
the kidney in relation to circulatory changes 
elsewhere. 

By a combination of the basic tests of 
glomerular and tubular excretory capacity, 
it is possible to obtain a measure of the 
blood flow through the kidney, the propor 
tion of plasma filtered at the glomerulus, 
and the filtration rate. By applying 
formulae devised by Lamport (1942), the 
resistance of the afferent and efferent 


Matur?ty at 


Gravida test delivery 


27 2 21 39 

25 1 9 40 

2 I 16 40 
I 


Maturity at albumin 
onset delivery blood-pressure oedema per cent 
40 42 150/90 + 0,06 
37 39 150/110 ++ 0.02 
34 30 150/110 + 0.01 
30 32 190/ 130 ++ 0.05 
33 39 150/ 100 + 0.01 
44 39 160/110 + 0.05 
yo 37 170/ 100 + 0.0! 
32 37 170/115 + 0.15 
45 39 150/110 + 0.07 
2 39 170/120 + 0.02 
30 $7 165/95 + 0.03 
30 37 160/ 100 0.21 
2 36 165 / 100 +4 0.26 
34 35 200 / 160 ++ 0.87 
38 38 150/90 - 0.38 
33 35 170/ 105 + 0.05 
3? 39 160 / 100 + 0.06 
32 44 145/95 + 0.06 
2 28 195/150 0.45 
30 40+ 160/95 + 0.01 


Maximum recorded 


Onset of labour 


Spontaneous 
Spontaneous 
Spontaneous 
Spontaneous 


Age 
i] 
7 
‘ 
- - 
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arterioles of the glomerulus to blood flow 
can be calculated, and the changes in cir- 
culatory conditions correlated with changes 
in excretory capacity. 

The many contradictory findings in renal 
efficiency tests carried out on patients with 
‘‘ toxaemia of late pregnancy "’ are sugges- 
tive of an unstable circulatory equilibrium 
rather than an irreversible vascular change, 
and it was considered interesting to investi- 
gate a group of these cases from this point 
of view. The tests (as detailed below) were 
carried out on patients attending the Ante- 
Natal Department of the Maternity Hospital 
at Leeds, and wherever possible were 
repeated after delivery. This paper deals 


1g 
only with the results of tests carried out 
during pregnancy or labour; the results of 
tests performed after delivery will form the 
subject of a later paper. 


CLINICAL MATERIAL 

The investigation was carried out on 
patients diagnosed on clinical grounds as 
pre-eclampsia, eclampsia, or accidental 
antepartum haemorrhage. The clinical 
diagnosis of pre-eclampsia was made on the 
finding of blood pressure over 130/80 mm. 
Hg occurring for the first time after the 30th 
week of pregnancy, with or without oedema 
or albuminuria; case No. 19 is an exception 
in that the rise in blood pressure occurred at 


Result 


Method of delivery Remarks 


Previous accidental haemorrhage 
Pre-eclampsia at term 
Postpartum haemorrhage 
Previous nephrectomy 


Normal 
Normal 
Normal 
Normal 


Method of 
delivery 


Onset 
of labour 


Blood-pressure at 
postnatal clinic 
L.S.C.S. Accidental haemorrhage 

Normal Pre-eclampsia 

Forceps Eclamps.a 

Normal Eclampsia 

Normal Pre-eclampsia 

Normal Pre-eclampsia 

Normal Pre-eclampsia. Hydrocephaly. 
Normal Eclampsia 

Norma] Pre-eclampsia 

L.S.C.S. Pre-ec ampsia 

Normal Pre-eclampsia 

Normal Pre-eciampsia 

Normal Pre-eclampsia 

Normal Eclampsia 

Normal Accidental haemorrhage 
Normal Pre-eclampsia 

Normal Pre-eclampsia 

Normal Macerated foetus. Pre-eclampsia 
Normal Pre-eclampsia 

Normal Pre-eclamps.a, P.P.H 


Remarks 
Spontaneous 
Induced 
Spontaneous 
Induced 
Induced 
Induced 
Induced 
Induced 
Induced 
Induced 
Spontaneous 
Induced 
Induced 
Induced 
Induced 
Spontaneous 
Induced 
Spontaneous 
Induced 
Spontaneous 


150/80 
150/100 
130/65 
150/100 
130/80 
120/80 
not stated 
100/65 
115/90 
130/75 
140/90 
130/90 
145/90 
125/70 
100/70 
not stated 
140/80 
130/90 


A A 
A A 
A A 
A A 
Result 
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the 24th week of pregnancy, but in all other 
respects the case characteristic. 
Throughout the investigation no inter- 
ference with the normal obstetric manage 
ment of the case was permutt d, and there- 
fore many cases suitable for 
investigation were eliminated owing to the 
need to interfere on clinical grounds, or to 
the spontancous onset of labour. Asa result 
this group consists mostly of less severe 
cases of pre-eclamptic toxaemia and a small 
number of cases of eclampsia and accidental 
haemorrhage who were well enough to be 
investigated without undue disturbance. 
Clinical details are set out in Table I 


Was 


st le { ted a> 


CLINICAL METHODS 


If the patient was not already in hospital, 
she was admitted to the Ante Natal Ward 
the evening before the test was to be « arried 
out. All patients were encouraged to drink 
at least 500 ml. of fluid hourly the evening 
before and during the test to ensure an 
adequate urine flow without producing an 
initial diuresis followed by oliguria. In the 
cases of eclampsia and accidental haemor- 
rhage, adequate fluid intake was ensured by 
intravenous drip. 

The test, which consists of three parts (1) 
collection of morning urine, (2) urea 
clearance test, and (3) inulin and diodone 
clearance tests, was carried out according to 
the following programme 


6am. First morning specimen of urine collected 


and retarned 


Sam. Patient drinks at least 2 glasses of water 
and subsequently drinks at least 1 glass of water 


each hour 


g a.m. Insert self-retaining catheter, empty bladder, 
clip the catheter, and discard the unne 
woam Empty bladder completely Save whole 


volume (Specumnen 1 


10.30 a.m. mil. of 


blood withdrawn by 
blood 


roteins, and haematocrit reading 


vene- 


puncture for estimation of urea, plasma 


11 a.m. Empty bladder completely, save whole 


volume (Specimen 2) 


t p.m. Patient drinks 2 glasses of water and sub 


sequently drinks at least 1 g.ass of water eas h bour 


2pm. (a) 15 ml. of blood collected by vente 


puncture into the heparimised tube (Specimen A) 


(b) Intravenous injection of inulin-diodone 


mixture (10 ml, 10 per cent inulin solution, 


diodone diluted to 25 
the 


injection being given slowly over a period 


5 ml. 35 per cent 


mil with physiological saline), 


of 2-3 minutes 
(c) Subcutaneous injection of diodone-inulin 
2 mi 


mixture (10 ml. to per cent inulin, 


35 per cent diodone, 0.5 c.c. I per cent 


novocaine diluted to 25 ml. with physio 


logical saline) into loose tissue of ax.lla. 

2.25 p.m. Bladder emptied, specimen discarded. 

2.35 p.m. 10 ml. of blood col’ected in heparinised 
tube (Specimen B) 

2.45 p.m. Bladder emptied, whole volume retained 
(Specimen 3) 

3.05 p.m. Bladder emptied, whole volumy retamed 
pec men 4) 

325 p.m Bladder empti d. whole volume retained 
5) 

3.35 p-m. ro ml. of blood col'ected in heparinised 
tube (Specimen ( 

3.45 p-m. Bladder emptied, who'e volume retained 
(Specimen 6) 

4.05 p.m. Bladder emptied, whole volume retained 
(Specimen 7) 

4.25 p.m. Bladder emptied, whole volume retained 
(Specimen 3) 

4.35 p.m. to ml, of blood collec ted in heparinised 
tube (Specimen D). 

4.45 p.m. Bladder emptied, whole volume retained 


(Specimen 9) 


his programme was timed to avoid inter- 
ference with normal ward routine, but the 
timing could be altered if necessary, pro- 
vided that the correct time relationship was 
maintained between administration of the 
solutions and collection of the specimens. 

Except in case No. 1, in which the intra- 
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venous injection was followed by a rigor, 
no serious disturbance has occurred as a 
result of this routine; a few patients com- 
plained of feeling faint or dizzy. or flushed 
and felt hot after the intravenous injection, 
and in two patients the solution injected into 
the axilla caused a tender lump which 
resolved spontaneously within a few days. 
The test did not appear to have any adverse 
effect seriously-ill patients, e.g. 
eclamptics, and does not appear to be 
contra indicated in such cases. 


CALCULATION OF RESULTS 

The plasma and urine samples were 
analysed for diodone and inulin, and the 
plasma concentrations calculated for the 
mid-point of each urine collection period. 
From these values clearance¢t were then 
calculated by the equation : 

Clearance UV/P where U is the 
urinary concentration, P the plasma con- 
centration and V_ the minute volume of 
urine. In this way 7 clearance values were 
determined for both diodone and inulin for 
each investigation. In every case these 
values showed good agreement within them- 
selves, and means were calculated for both 
glomerular filtration rate (G.F.R.) and 
renal plasma flow (R.P.F.) 

The ratioG.F.R./R.P.F. x 100 expresses 
the percentage of plasma perfusing the 
glomerulus which is filtered off to provide 
the glomerular filtrate. To this ratio is given 
the term ‘‘ Filtration Fraction ’’. 

The value of this filtration fraction is 
determined by several factors, chief among 
which are the resistances presented to the 
flow of blood by the afferent and efferent 
glomerular arterioles. If the afferent resis 
tance to blood flow is increased the pressure 
within the glomerulus will fall, whilst if the 
efferent resistance is increased the glome- 
rular pressure will rise. It is this glomerular 
pressure which determines the amount of 
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fluid which will be filtered. Opposing this 
glomerular pressure is the oncotic pressure 
of the plasma proteins tending to retain fluid 
within the blood. This oncotic pressure may 
be calculated from the plasma protein con- 
centration, 

Lamport (1942) devised the following 
formulae by which the glomerular pressure 
and the resistance of both afferent and 
efferent arterioles to blood flow may be 
calculated. 


1. Glomerular Pressure 
PG = Po’ + 20. 
Where Pg 
the oncotic pressure of the plasma after the 


glomerular pressure, and Po’ = 


glomerular filtrate has been formed (i.e. the 
oncotic pressure of the blood within the efferent 
arteriole); it ts calculated from the expression : 
Po’ 2.345 
1-o 05425 
where S is the plasma protein concentration in 
grams per 100 ml, and F 3s the filtration fraction. 
The constant 20 in this expression is an approxi- 
mation to the interstitial pressure of the kidney. 


Afferent Arteriolar Resistance. 
Pm — Po’ — 40 
H.D 


where Pm is the mean of the systemic diastolic 


Ra = 


and systolic pressures and H.D. is the minute 
whole blood flow through the kidney (the 
diodone clearance col.ected for the hematocrit 
value). 

rhis resistance is expressed in mm. Hg per 100 


ml. of blood per minute 


Efferent Arteriolay Resistance. 
(1-0.47F) (Po Po 0) 
Re = ; mm. Hg 
H.D. 
per 100 ml. of blood per minute. 
Po represents the oncotic pressure ‘within the 
afferent arteriole and is given by the expression : 
2.345 
Po- 4 


1-0.0542S 


Total Renal Resistance. 
This may be calculated (as for any organ) by com- 
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22 
paring the systemic blood pressure with the bood KE. 1.2-1.6 mm. Hg per 100 ml. blood per 
flow minute 
Pm . 
RR 5 mn. He K.R circa 8 mm. Hg per 100 ml. blood per 
minute 


per 100 mil. of blood per minute 


RESULTS. 


Normal Values (Kenney 1947) 
; In Table I the results obtained on 4 


136 + ml. per minute 
normal and 20 “‘toxaemic’’ patients are 

636 + 36 ml, per minute 
presented. As noted in Table I, one of the 
an COS SEO normal patients had some time previously 
PG 56 mm. Hg undergone a nephrectomy for a strictly 
KA 1.52.0 mm. Hg per 100 ml. bleed per unilateral lesion, and has therefore been 
minute omitted from the diagrams and from the 


Il 


Plasma Blood Urea 
protein Haema urea clearance R.P.F K.B.F. 
Case No gin. / 100 ml tocrit mg./100 ml. ml./min mi. / min mil. / min. mi. / min. 


A. Normal Group 


I 5.0 34/ 100 30 52 162 713 1080 
2 7.1 41/100 23 72 125 597 10g0 
3 6.9 41/100 30 50 125 057 1140 
4 5-4 


an value 6.25 38 / 100 28.5 63 138 655 1110 


vaemi Group 


4 


il 
i2 


14 5 

14 49 45/ 100 58 48 113 590 1134 
15 5.3 23/100 24 54 51.5 260 338 
16 5.5 


17 
19 


Mean value 


) 
| 
39/ 100 4° 4! 
2 5.5 32/100 25 49 77 394 580 
5.4 25) 100 22 41 53 183 262 
4 6.2 37 / 100 32 27 42.5 240 307 : 
6.5 37/100 1g 32 104 496 787 
6 6.1 40/ 100 25 84 127 540 goo 
7 6.0 40/ 22 55 300 §00 
s 4.5 42/ 100 37 20 61 352 606 
6.7 34 / 100 23 40 105 450 727 
5.7 44/ 100 25 33 49 250 440 
. 5.1 30/ 100 38 26 gI 607 859 
6.2 100 28 32 63 301 660 
6.1 40/ 100 25 60 128 534 890 rei 
5.60 29/ 100 23 72 150 500 
35/ 100 40 _ 32 -- 500 806 
20 6.1 42/100 23 100 112 723 1247 
ms iy 37 / 100 29.9 40 84 420 670 


calculation of the means presented in the 
table. 


Plasma Protein Concentration and Haema- 
tocnit Value 

The values obtained for plasma protein 
concentration of the non-toxaemic cases lie 
within the range 5.4-7.1 g. per 100 ml., 
with a mean of 6.25, while those for the 
toxaemic cases lie in the range 4.5-0.7 g. 
per 100 ml., with a mean of 5.64. 

The haematocrit values for both groups 
of subjects are considerably lower than the 
normal value for non-pregnant subjects and 
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show a very wide distribution (from 23 to 
48 per cent). Itis notable that although the 
haematocrit values for both groups are 
similar, implying an equal degree of 
haemodilution, the toxaemic group shows 
a considerably reduced plasma _ protein 
level, representing an absolute protein loss 
of the order of ro per cent. 


Renal Blood Flow. 

The values obtained for the renal blood- 
flow in the non-toxaemic group lie within 
the range for non-pregnant subjects. The 
toxaemic cases, however, show a reduced 


Renal Afferent 
resistance resistance 
B.P. mm. Hg/ mm. Hg/ Efferent Glomerular 
at test 100 mi. 100 ml, resistance pressure 


mm. Hg  blood/min. _blood/ min. 


140/70 9.65 3.44 1.58 
120/70 8.35 1.40 1.90 
120/70 8.35 1.00 2.20 
100 / 50 10.00 2.36 1.82 
120/605 9.17 2.10 1.90 


135/35 15.3 7.30 2.60 
170/ 100 50.0 27-00 6.12 
130/80 26.7 9.67 4-75 
150/ 100 15.2 6.52 2.42 
145/90 12.5 5-03 2.42 
150/ 100 21.0 10.60 3-74 
160/ 100 20.6 15.20 2.12 
140 / 100 15.8 5.86 2.81 
150/100 26.7 13.00 3.80 
140/80 10.2 5.65 1.59 
140/90 10.7 3.30 0.g0 
100 / 100 21.5 13.50 3-38 
190/140 14.1 5.00 1.24 
120/70 20.7 9.20 4-45 
155/100 21.7 10.00 3.50 
120/90 12.3 3.08 1.10 

195/140 23.3 — 

140/95 5.9 4.00 1.22 


140/96 


mm. Hg/ 100 ml. 


RA/RE mm. Hg 


2.18 48.0 
0.73 59-7 
0.45 45.0 
1.30 42.0 
1.15 49.4 


45.0 
4.49 44-2 
2.00 49.5 
2.70 54-7 
2.08 §2.8 
2.54 2.0 
7.18 38.0 
2.08 57-4 
3-42 47-0 
3-55 41.4 
9.20 50.0 
4-10 44.2 
4.03 41.1 
2.07 44.0 
2.86 52.4 
3-34 52-2 
3-27 47:7 
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blood-tlow, the values obtained ranging 
from 262 to 1247 ml. per minute, with a 
mean of 670, as compared with a non- 
pregnant normal of 1,200 ml. per minute. 
This reduction may be explained in two 
ways; either the blood-flow per umt of 
kidney mass is reduced, the total functional 
mass of the kidney remaining unchanged, 
or the blood flow per unit of kidney mass 
remains unchanged but the total functional 
mass of the kidney is reduced. It has been 
suggested that the total functional mass of 
the kidney may be estimated by means ot 
the diodone Tm. In this series, however, 
no attempt has been made to measure this 
function since evidence has been presented 
recently that the Tm is not a static measure 
ment and may bear no relationship to the 
functional mass. It is, therefore, in this 
impossible to give any opinion as 
to whether the reduction in blood-flow 1s 
absolute or relative: the variations in renal 
function in toxaemia suggests that if any 
reduction in functional mass has occurred, 
it is not a permanent change 


instance, 


Glomerular Filtration Rate, Renal Plasma 
klow and Filtration Fraction. 

In Table II the values of the glomerular 
filtration rate (inulin clearance) and the 
renal plasma tlow (diodone clearance) are 
recorded, The values for glomerular filtra- 
tion rate range from a minimum of 41 ml. 
per minute to a maximum of 150 ml, per 
minute, with a mean of &4, compared with 
a normalof 136. The majority of the obset 
vations (13 out of 18) are significantly 
lower than the normal range of values, 
while 6 of these 13 showed less than half the 
norm ily ilues 

Values obtained tor the rate of 
plasma flow lie between the limits of 188 and 
670 ml. pet with a mean of 420, 
as compared with the normal non-pregnant 
value of 636 ml, per minute; the majority 
lie between 200 and 400 ml. per minute. 


renal 


minute 


The mean value for filtration fraction is 
20 per cent, slightly lower than both the 
normal value for non-pregnant subjects 
(21 per cent) and the value obtained tor 
non-toxaemic pregnant subjects (21 per 
cent). The range of values is from 16.5 to 
30 per cent with 10 of the observations fall 
ing below 21 per cent. 

In Fig. 1 the diodone and inulin clear- 
ances are plotted against a background 
obtained on normal non-pregnant adults of 
both sexes. The ellipse is drawn within 
the linear limits of M + 2d for both functions 
and includes 68 per cent of the normal data. 
The diagonal lines from the origin directed 
to the ellipse will enclose points which 
represent a normal range of filtration 
fractions. 

Points above the upper diagonal will 
represent conditions of greater than 
normal filtration, and points below the 
lower conditions of reduced 
filtration. 


diagonal 


Che points marked by open circles refer to 
normal pregnancies and the solid dots to 
toxaemic pregnancies. It will be seen that 
the ‘‘ normal ’’ points fall at the upper limit 
or slightly above the limits of non-pregnant 
data for both filtration-rate and plasma 
flow. This confirms the finding of Welch, 
Wellen, and Taylor (1942a and b), and it 
has, therefore, not been thought necessary 
to record the results obtained from more 
than a few normal subjects. 


The distribution of the toxaemic data 
will be seen to be for the most part within 
the area which may be described as indicat- 
ing normal filtration fraction, although as 
already stated the mean is rather lower than 
normal 


Arlenolar Resistance. 

In Fig. 2 the afferent and efferent arterio- 
lar resistances are plotted as ordinate and 
abscissa respectively. 


The open circles 
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or 
Fic. 1. 


Ordinate—Glomerular filtration rate expressed in 
100 ml. per minute. 

Abscissa—Renal plasma flow expressed in roo ml 
per minute. 

Open circles represent non-toxaemic data, the dots 
the toxaemic data 


Fic. 2. 


Ordinate—Afferent arteriolar resistance expressed 
in mm. Hg per 1oo ml. b’ood per minute. 

Abscissa—Efferent arteriolar resistance expressed 
in mm. Hg per too ml. blood per minute. 

Open circles represent non-toxaemic data, the dots 
the toxaemic data. 
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circles represent normal cases, the solid dots 
toxaemic cases. The two diagonals arising 
from the origin pass through the upper and 
lower limits of normal for both functions, 
hence any point between these two lines 
represents a normal relationship between 
the two resistances, i.e., a normal glomeru- 
lar equilibrium. It will be noted that the 


160 


= 


100}- 


0 


Fic. 3. 
Ordinate—Mean arterial blood-pressure in mm. Hg. 
Abscissa—Total renal resistance in mm. Hg per 
100 ml. blood per minute. 


Open circles represent non-toxaemic data, the dots 
the toxaemic data. 


‘normal "’ points fal! within this normal 
ratio area and that their absolute values are 
lower than those of toxaemic cases. The 
resistances of the toxaemic cases show 
increased afferent resistance up to as much 
as 43 times the normal. The change in 
efferent resistance is less marked, and the 
mean ratio between afferent and efferent 
resistance is 3.27 as compared with normal 
value of 1.15. In no case is there such com- 
plete compensation by increase in efferent 
resistance as to restore the normal ratio 
between the two resistances, although a 
considerable degree of compensation has 
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been shown by some cases (notably Nos. 4, 
6,9 and 17). 


Renal Resistance. 


The average total renal resistance to 
blood-flow oftered by the toxaemic kidney 
is 19.8 units compared with a non toxaemic 
value of 9.17. This latter value is slightly 
higher than that observed in non-pregnant 
subjects, and is another expression of the 
slight afferent spasm which has already 
been demonstrated for the normal preg- 
nancy, The increased resistance shown by 
the toxaemic cases is of such a degree as to 
be considered significant. Comparison of 
the values for total renal resistance and 
afferent arteriolar resistance shows that it 
is the afferent vessel which is rnainly res- 
ponsible for the increased total resistance 
in the toxaemic cases, whereas in the normal 
cases the ratio of afferent resistance to total 
resistance is very much less. In fact it will 
be seen that in the normal case the two 
arterioles are contributing less than half the 
total resistance, while in the toxaemic cases 
the afferent vessels are responsible for the 
mayor part 

In Fig. 3 the total renal resistance ts 
plotted against the mean blood pressure 
observed at the time of examination. It will 
be seen that there is no linear relationship 
between these two functions although a 
large number of the pre-eclamptic subjects 
do show an This 
implies that the hypertension found in these 
cases is not entirely due to the renal vas 
cular changes, since, if this had been the 
case, there would have been a positive 
correlation between the hypertension and 
the increased renal resistance. This then 
is a demonstration of the general systemic 
nature of the vascular changes involved 


increased resistance. 


Glomerular Pressure. 
It has already been shown that constric- 


tion of the afferent glomerular arteriole will 
result in a fall in glomerular pressure, and 
the values quoted in Table II for this 
function illustrate this change. With one 
exception (Case 2 of the normal group) all 
the subjects show a considerably reduced 
pressure, the reduction in pressure being 
greater in the toxaemic than in the normal 
group, the mean values being 47.8 mm. 
Hg and 49.4 mm. Hg respectively. In 
spite of this reduction of filtering pressure, 
however, the filtration rate in the normal 
group is maintained at its normal value. 
This is apparently due to reduction in the 
oncotic resistance to filtration resulting 
from the fall in plasma protein concentra- 
tion. 


Were the plasma protein level to be 
maintained, particularly in the toxaemic 
group, the filtration would be very con- 
siderably reduced. It may well be that 
there is some intrarenal mechanism which 
is responsible for the maintenance of 
adequate filtration in the face of vascular 
changes and changes in the plasma. 


Urea Excretion. 

rom Table II it will be seen that with 
one exception (Case No. 14) the blood 
urea levels are within the normal range, 
implying that urea excretion is adequate. 
The urea clearance values bear a rather 
higher relationship than normal to the 
filtration rates, and in one case (No. 15) 
the urea clearance value is in excess of the 
filtration-rate. This finding would imply 
secretion of urea by the cells of the tubules, 
this occurrence has previously been reported 
in hypertensive and nephritic subjects by 
Barclay, Cooke and Kenney (1947). 


SUMMARY OF RENAL FINDINGS. 
Normal Subjects. 
(1) The rate of renal plasma flow is in- 
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creased slightly, while the rate of filtration 
at the glomerulus remains normal. 


(2) The dynamic relations in the 
glomerulus are disturbed only very slightly, 
the afferent resistance being raised to a 
minor degree and the glomerular pressure 
reduced. 


Toxaemic Subjects. 


(1) Both renal plasma flow and glomeru- 
lar filtration rate are reduced. 


(2) The chief glomerular vascular change 
is constriction of the afferent arteriole, 
resulting in a fall in glomerular pressure. 
In some cases compensation for this afferent 
constriction is effected by efferent constric- 
tion, tending to restore the glomerular 
pressure to a more nearly normal value. 


(3) Urea excretion appears to be ade- 
quate to maintain a relatively normal blood 
level. There is some evidence that active 
tubular excretion may be brought into use 
to effect this result. 


DISCUSSION. 

The results obtained in this series for the 
non-toxaemic pregnancies confirms the 
finding of Welsh, Wellen and Taylor 
(1942a) that there is only a slight change in 
the renal haemodynamic equilibrium, both 
filtration-rate and the rate of renal plasma 
flow being at the upper limit of the normal 
range when compared with the average 
values for the non-pregnant series. How- 
ever, in the case of toxaemic subjects, the 
observations are in conflict with those of 
earlier workers. It has previously been 
reported (Welsh, Wellen and Taylor, 
1942b) that there is a reduction in glomeru- 
lar filtration-rate with little or no change in 
the rate of renal plasma flow. On the other 
hand it has been found in this series that 
there may be a marked reduction in both 
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functions; the ratio between the two, i.e. 
the filtration fraction, lies for the most part 
within the normal range with a few excep- 
tional cases rather above the normal, non- 
pregnant value. 

It should be stated at this point that 
here we are comparing our data with 
an arbitrary standard, the non-preg- 
nant, whereas previous workers used as 
their normal data their findings on the same 
patient after delivery. It would appear 
that this latter method is liable to errors in 
that it may well be that on the re-examina- 
tion after delivery the haemodynamic 
conditions of the kidney have not become 
stabilized and so one is in effect using a 
shifting standard for comparison. By using 
a rigid standard derived from independent 
data this objection may be avoided, 
although there is here the possibility that 
individual variation, e.g., a naturally small 
renal functional size, may be interpreted as 
an abnormality or as a sign of considerable 
damage. 

This possibility of there being varia- 
tion in the kidney size between indi- 
viduals has been corrected for by some 
workers by the process of referring the 
filtration-rates and rates of renal plasma 
flow to a unitary value of Tm (tubular 
mass). 

In this series no Tm’s have been deter- 
mined, chiefly because it appeared desir- 
able to keep to a minimum the experimental 
procedure to which the patient was sub- 
subjected. The work of Barclay, Cooke 
and De Muralt (1949) has recently cast 
some doubt upon the validity of the con- 
cept of Tm and the evidence suggests that 
in any case this function is not the static 
measurement of functional capacity that it 
was first thought to be. In view of this 
evidence the results of earlier workers 
expressed per unit of Tm are open to 
criticism, 


al 
. 
5 
| 
a 
r 
q 
| 
1 
; 


26 


On the question of the vascular change 
in the glomerulus which gives rise to these 
haemodynamic alterations there is good 
agreement. Earlier workers inferred trom 
their results that there was some increase 
in the resistance offered by the afferent 
vessels 

The derivation of resistance formulae by 
Lamport has enabled this resistance to be 
given numerical expression. Lamport 
(1942) humseif has published values tor 
atierent and efferent arteriolar resistance 
toxaemic subjects and 
three-fold increase 
commonly 


obtained upon 
demonstrated that a 
in the afferent 
occurred, 

the results here presented confirm this 
and an examination of Table II shows that 
the afferent may be increased 
as much as nine-fold compared with the 
efferent resistance. Some degree of com- 
pensation is observed for this afferent 
spasm. This compensation is effected by 
an increased efferent resistance which may 
be teleologically explained as a device to 
maintain the glomerular pressure and hence 
the rate of filtration. It is the efferent 
vessel which appears to be the more labile, 
it is there that adrenalin and angiotonin 
act and the possibility must be borne in 
mind that the efferent compensation 1s 
being brought about by the liberation of 
some pressor substance perhaps caused by 
ischaemia following the reduction of blood- 
flow to the kidney. This must remain a 
hypothesis until definite evidence is pro 
duced of the nature and site of production 
of the substance involved. The total renal 
resistance in the toxaemic subjects is ele- 
vated but bears no relationship to the in- 
crease in systemic blood-pressure which ts 
also observed in these cases. The absence 
of a direct relationship between these two 
functions implies that parts of the circula 
tion other than the kidney are involved in 
the vascular change, suggesting therefore 


resistance 


resistance 
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that this condition is one of generalized 
arterial hypertonus; the kidney may be 
either the culprit or the victim. 


SUMMARY, 


Using clearance techniques and apply- 
ing Lamport’s formulae for calculating 
arteriolar resistance, an investigation of the 
renal haemodynamic conditions present in 
normal (non-toxaemic) and toxaemic 
pregnancies has been carried out. By this 
means it has been demonstrated that normal 
pregnancy is not associated with any major 
alteration in renal haemodynamic equili- 
brium 


In toxaemic cases, however, a consis 
tent change has been shown, of which 
the primary alteration is an increase in the 
resistance of the afferent glomerular arteri- 
ole, i.e., afferent arteriolar constriction, 
which results in lowering of the glomerular 
pressure. In some Cases a minor increase 
in efferent resistance was noted; this is 
interpreted as a compensatory mechanism 
to restore the normal haemodynamic 
relationship. The total arteriolar resistance 
Was in many cases increased: this resistance 
showed no direct relationship to the 
systemic blood-pressure at the time of test, 
suggesting that the hypertension of these 
toxaemic cases was not entirely (if at all) 
due to increased renal resistance. This, 
then, may be taker is supporting the thesis 
that the basic pathology of the ‘‘ toxaemia 
of late pregnancy ’’ consists of generalized 
terial hypertonus developing late in 
pregnancy and manifesting itself by altered 
function of individual organs producing 
characteristic clinical features. It is, there- 
fore, claimed that the interpretation of the 
results of these investigations of renal 
function provides support for the conten- 
tion that the mechanism of production of 
the clinical picture which, in its various 
forms, typifies “‘toxaemia of late preg 
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nancy 
spasm. 


is the development of arteriolar 
Its cause is still to be found. 


Our thanks are due to Professor A. M. 
Claye and Professor A. Hemingway for 
encouraging us to undertake this investiga- 
tion, to the consulting surgeons of the 
Maternity Hospital at Leeds for access to 
the clinical material, to the medical and 
nursing staff for their loyal co-operation in 
carrying out the majority of the tests, and 
to Mr. J. Roberts for technical assistance. 
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> HYPEREMESIS GRAVIDARUM WITH PULMONARY 
| INTERSTITIAL EMPHYSEMA 

BY 

4 Bruce M.B., Ch.M., F.R.A.C.S., F.R.C.0.G., 
4 Honorary Obstetrician, King George V Hospital, Sydney. 


AND 
Joun Costey, M.B., M.R.C.P., M.R.A.C.P., 
Honorary Assistant Physician, Royal Hospital for Women, Sydney. 


IN 1942, one of us (Cobley, 1946) had the monograph Macklin and Macklin (1944) 
| fortune to treat a patient suffering from further comment as follows: 


spontaneous pulmonary interstitial emphy- 
sema, pre umomediastinum and pneumo- ‘ Parturition. In childbirth the stage is set for 
thorax, with subcutaneous emphy sema. the production of pulmonary interstitial emphy- 
Our interest in this patient stimulated a ~ ma and its successors. Forced expisation with 
perusal of the medical literature on the the glottis closed increases the intrapulmonary 
subje t from which certain impressions pressure, so that the alveoli may rupture Leading 
texts on obstetrics which were consulted did not 
| } remain. Itis the purpose of thiscommuni- juntion this aberrant air as a complication of 
. cation to report a similar set of CI um- parturition, but a search of the literature showed 
an stances, compli ating hyperemesis RTavi- that such cases have been reported, at least as far 
darum back as 1876 
Having in mind the apparent rarity ot the ‘‘ Although the number of recorded cases was 


syndrome, we consider it important to note only 143 in 1937, that by no means represents the 
the three features which Hamman (1939)  incklence of the condition.” 

considered of diagnostic importance. These 
are: 

(1) The distinctive sound heard over the ‘ The reason for the apparent rarity of pneumo- 
heart on auscultation; and/or (2) the mediastinum alone or accompanied by subcu- 
characteristic roet tgenogram ; and/or (3) taneous emphysema during parturition may lie (i) 
the presence of subcutaneous emphysema. in the fact that pneumomediastinum is less 

Hamman considered this latter sign to be common in the fema'’e than in the male, or (ii) in 
pathognomonic, provided that purely local 
causes of subcutaneous emphysema could 


The quotation continues : 


the assumption that it is found less often than it 


occurs because the obstetricians have not been 


4 
‘ he excluded trained to look for it, and are focusing most of their 
"OAC 

attention elsewhere in the patient's anatomy. 

{ It is interesting to refer to the literature in * 

, If the obstetrician is taught that pulmonary 


which the syndrome swims into the ken of interstitial emphysema, pneumomediastinum, sub- 
the obstetric ain Many reports have ap- cutaneous emphyse ma, oreven pneumothorax with 
peared in which subcutaneous emphysema grave resiratory and circulatory distress might 
has Oc’ urred in the me whborn, part ularly occur from the vigorous expulsion efforts on the 
after attempts at resus itation by artificial part of the patient, not only will he be more liable 
respiration In their most comprehensive to recognize these conditions when they occur, but 
30 
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HYPEREMESIS GRAVIDARUM 


he may be able to warn against too much bearing 
down and so forestall them.”’ 


Comprehensive as is the monograph of 
Macklin and Macklin, careful perusal of it 
has failed to reveal a case of hyperemesis 
gravidarum complicated by this set of cir- 
cumstances. In his Frank Billings’ 
Lecture Hamman (1945) described the 
pathogenesis of these complications, and 
the diseases in which they occurred, but 
made no mention of any case of hypere- 
emesis gravidarum so complicated. Search 
of the available medical literature has 
yielded only one report of a similar compli- 
cation. Winans (1947) recorded the case 
history of a woman, in whom hyperemesis 
gravidarum was complicated by subcuta- 
neous emphysema in the tissues of the head, 
neck and chest. Absorption of the air took 
place, despite persistence of vomiting. No 
air could be demonstrated in the medias- 
tinum radiologically and no abnormal 
sounds were present in the chest on 
auscultation. Thus, the definite source of 
the air in the subcutaneous tissues was not 
ascertained. It seems highly probable that 
the source was, in fact, the rupture of a 
marginal alveolus. 


Mechanism of Production. 

The Macklins postulate the development 
of a pressure gradient between marginal 
alveoli and the pulmonary interstitial 
tissue. This may be on the positive side 
from within the alveoli, or on the negative 
side from reduction of the pressure in the 
blood-vessels of the interstitial spaces. It 
is suggested that during severe effort or 
strain, both of these circumstances pertain, 
with the result that the alveolar wall rup- 
tures, and air travels through the rupture 
into the interstitium of the lung and into the 
mediastinum, and thence possibly to the 
pleural cavity (by rupture of the medias- 
tinal wall), the subcutaneous tissues of the 
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neck, or the tissues of the retro -peritoneum. 
Convincing animal experiments are 
described to support this hypothesis. 
Further, this suggestion provides adequate 
explanation for the appearance of subcu- 
taneous emphysema in cases of pneumo- 
thorax. Even if one were to accept the 


rupture of a subpleural bleb as the cause 
of the pneumothorax, it would be difficult 
to explain the appearance of air in the sub- 
cutaneous tissues of the neck on this basis. 
We consider that the theory of the Macklins 
overcomes this difficulty. 


Case Report. 

Mrs. T. B., aged 26, had had 2 previous preg- 
nancies, and had last menstruated on 2nd January, 
1949. She was hospital on 21st 
February, 1949, complaining that she had vomited 
The earlier history was 
irrelevant, the 
immediate past to threaten the mucosal integrity 
of the upper respiratory gastro-intestinal 
passages. She was treated with a fluid diet and 
mild sedation, and appeared to respond well, being 
fit for discharge on 1st March, 1949. However, 
her vomiting continued, and she was re-admitted 
on 21st March, 1949. At this time, the main 
features of her story were : 

1. Continued vomiting, associated with severe 


admitted to 


persistently for 10 days 


and there was no episode in 


retching. 

2. Pain in upper abdomen: considered to be the 

result of vomiting. 

3. A sensation of tightness in her neck, 

This latter had appeared fairly quickly 4 days 
previous y, that is, on 17th March, 1949. 

On examination at that time, the patient was in 
good general condition, with a moist tongue, and 
some slight upper abdominal tenderness. Sub- 
cutaneous emphysema of both sides of her neck 
No note was made in the hospital 
records auscultation of the chest. 
X-rays were taken on 23rd March, 1949 (Fig. 1), 
25th March, 1949 (Fig. 2), and 1st April, 1949 
(Fig. 3). On 25th March, 1949, all the subcu- 
taneous emphysema had absorbed, without treat- 


was noted. 
concerning 


ment, and no adventitious sounds were audible on 
auscultation of the chest. Gradual improvement 
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vomiting took place and she was discharged 
piu, 
Hyperemesis gravidarum. Pulmonary 


emphysema Pnoneumomediastinum 
emphysema 


the 
the 


Hamiman’'s criteria, 


rding to 


subcutaneous emphysema in 


eak in continuity of the upper res- 
il ad the 
of pulmonary interstitial emphysema, it 
felt that positiv 


om especially as no 


piratory yastro-intestinal tracts clinched 
diag 
wi e radiological evidence would 
1usculatory pheno 
mena had been noted. Figures 1 and 2 show the 


fine lioear shadow of the displaced lateral medias- 


tinal wall in the second left interspace, continuous 
opacity of the 


subcutaneous emphysema in the 


with the arch of the aorta, as well 


as the cervica] 
tissues 


to 


Figure 4 shows return of both these factors 


normal 
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SUMMARY. 
case of pulmonary interstitial 
pneumomediastinum and 
emphysema complicating 


1. A 
emphysema, 
subcutaneous 


hyperemesis gravidarum is described. 

2. Brief comment is made concerning 
this syndrome as a complication in obstet- 
rical practice, and concerning the mechan- 
ism of its production. 
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OCCIPITO-POSTERIOR POSITIONS 
Their Mechanism and Treatment 


Bearp, M.C., M.B.B.S., F.R.C.S., F.R.A.C.S., F.R.C.0.G. 


Late Lecturer in Gynaecology, University of Adelaide. 
Honorary Consulting Gynaecologist, Royal Adelaide Hospital. 
Honorary Consulting Obstetrician, Queen Victoria Maternity Hospital 


Down the ages the importance of the 
mechanism of labour has been realized. 
Great obstetricians have contributed to the 
study of this phenomenon. In these cir- 
cumstances I venture with some dithdence 
to submit my own conception, which in 
some features differs from present-day 
teaching. The essential differences in my 
ideas are, that foetal position has a greater 
importance than foetal attitude, and that 
the pelvic floor has specially differentiated 
segments concerned with the internal rota- 
tion or the presenting part. 

My object is to harmonize the various 
apparently anomalous rotational beha- 
viours which are familiar to every practis- 
ing obstetrician. 

Most authorities still emphasize that the 
process is not yet understood. I trust 
that my ideas may somewhat advance the 
understanding of this birth process, and by 
so doing make the management of labour 
safer and sounder. My study has particu- 
larly endeavoured to explain the behaviour. 
of the occipito-posterior positions, taken as 
a control. In 1933 and 1937 I published a 
monograph with the above title. This con- 
cerned the discussion of the mechanism of 
labour in the normal female pelvis. In 
1935 Doctors Caldwell, Moloy and 
D’Esopo contributed their striking X-ray 
observations on the mechanism of labour. 
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Adelaide. 


They made particular reference to the 
pelves of abnormal shape, and their effects 
on mechanism. My study is primarily that 
of the normal pelvis. 


HISTORICAL. 

1 am indebted to E. D. Plass (1916) for 
the following brief extracts of historical 
views : 

Until 1742 when Sir Fielding Ould stated that 
the occiput was usually turned to one side of the 
pelvis during the early stages of labour, it was 
taught that the foetus descended through the pelvis 
in the position in which it was finally born, that is, 
usually with the occiput directly anterior under 
the symphysis 1771 
Solayres, independently, advanced the view that 
the head usually enters the pelvis in the right 
oblique diameter. 


pubis. In Saxtorph and 


Baudelocque, the famous pupil of Solayres de 
Renhac recognized 6 varieties of vertex presenta- 
tions, the usual four oblique, and the two antero- 
posterior. Up to that time, engagement with the 
occiput directly anterior was generally thought to 
be the most common, but Baudelocque insisted 
that it was very rare. Naegele was the first to 
the frequency of occipito-posterior 
their rotation to the 

His predecessors had recognized 
these positions but had thought that they were not 
only very rare, but that the usual outcome was 
rotation to the hollow of the sacrum. He showed 
the incorrectness of these views, and attempted the 
first objective description of the mechanism of 
labour. 


insist upon 


positions, and eventual 


symphysis pubis. 
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Sellheim’s theory falls short when he attempts to 
explain posterior rotation. He assumes a spastic 
condition of the child's neck which makes it more 
readily bent backwards than forwards, so that as 
4 consequence the occiput turns into the hollow of 
the sacrum Ihe various abdominal and high 
pelvic theories offer no assistance 

idea of the 


ischial spines was thought to explain anterior rota 


inchned planes and the 


tion from an obliquely postenor position 

As a matter of fact it is more than probable that 
no one theory will satisfy all the demands made 
upon it, and that the final word in the mechanism 
of internal rotation will embrace a skilful combina 


tion of several factors 


From Paramore’'s valuable review (1909) 
of internal rotation are taken the following 
extracts 

Leishman believed that the most important 
factors concerned im rotation are the ischial spines 
they form fixed points of 


and planes, because 


resistance which determine the direction of motion. 

Veit 1887, and Varnier 1888 showed that 
the bony pelvis of itself was insuthcient to 
cause internal rotation. 

Veit, from his study of the subject, came 
to the conclusion that internal rotation is 
caused by the pelvir floor. 

Whitridge Williams accepts this view but 
remarks that it is a process far from being 


( learly understood, In support of this view 


the following arguments have been 
advanced 
(1) That Dubois showed that internal 


rotation could take plac e in the dead. In 
a woman who died shortly after her con- 
finement he opened the uterus and placed 
the recently delivered foetus in the right 
occipito posterior position and thrust it 
downwards through the maternal soft parts 
He found on the first 3 trials that the occiput 
in each case rotated to the front, but subse- 
quently, when the elasticity of the soft parts 
had been lost, this rotation forwards did 


not occur, 
(2) That Edgar screwed a swivel into the 
head of a foetal cadaver half an inch behind 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


the small fontanelle, attaching a yard of 
cord to the ring of the swivel and repeatedly 
dragged the head through the pelvis of a 
woman, who died shortly atter her confine- 
ment, and found that the occiput invariably 
rotated to the front, even when the head 
entered the pelvis in the posterior positions, 
as long as the pelvic floor “‘ retained its 
integrity.’’ When the elasticity of the floor 
became impaired by overstretching, the 
head transversed the pelvis in very nearly 
the same position as it had entered. 

(3) That in a case of childbirth occurring 
in a paraplegic, rotation of the occiput 
forward occurred (Amand Routh). 

In my view these are valuable experi- 
ments in the dead, but were all illustrations 
of grossly artificial conversions of the true 
occipito-posterior positions, where so 
placed, into intermediate, that is, long- 
rotating posterior positions. The true pos- 
terior or sincipito-anterior position rarely 
undergoes long rotation. In other words it 
is an affair of segmental brim position and 
resultant floor contact (vide author's 
theory). 

The view that internal rotation (of the 
foetal head) is caused by a primary rotation 
of the foetal trunk was held by Schmitt 
(1704), Olshausen (1891) and Bumm. 

Very little evidence can be given for such 
a theory and the most modern negation is 
by Hedley (1933). 

Dr. Paramore suggests that at the end of 
pregnancy the muscular fibres arising from 
the ischial spines and inserted into the cocyx 
and ano-coccygeal raphe are remarkably 
well developed. 

In cases where flexion is good the point 
of impact of the advancing pole of the foetal 
head (vertex) occurs at the extremity of a 
line drawn at right angles from the centre 
of the plane of the brim, and reaches the 
pelvic floor in the region of the coccyx, and 
internal rotation occurs, be the forehead 
posterior or anterior. 
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OCCIPITO-POSTERIOR POSITIONS 


My own impression is that these are rela- 
‘tively very poor muscles, and unimportant 
structures in so far as they affect internal 
rotation. Indeed it is my belief that they 
come into the process of mechanism much 
later than has hitherto been suggested. I 
consider that primary impact of the foetal 
head in all but the intermediate long 
rotating vertex position is upon the 
pubo coccygei, that is, on the anterior pelvic 
floor, uot the posterior. 

I believe that in the normal pelvis the 
effect of the ischial spines on internal rota- 
tion is negligible. They are padded, and 
are not obvious on forceps application, or 
on vaginal manipulations. 


Moreover we have been accustomed to - 


think of mechanism in terms of the measure- 
ments of an average foetal head, and apt to 
blind ourselves to the fact that the female 
pelvis, and not always one of capacious 
size, is asked to, and does, transmit a baby 
of 12 pounds or over. 

With the cervix taken up, moulding of 
the head, and great softening of the pelvic 
joints, physiological wonders are per- 
formed, and must be explained in the study 
of mechanism. Contracted pelvis in its 
various forms must seriously modify 
mechanism, and it is my belief that in no 
small measure the alteration of the shape, 
size and direction, etc., of the pelvic floor 
plays an important part. 

Valuable contributions on _ occipito- 
posterior positions have been made by 
Wentworth Taylor (1931) on management 
and Chassar Moir (1932) on their 
mechanism, and Douglas Miller (1930). 


THE POSITION. 
STUDY. 


In the light of further obstetric expezi- 
ence, evidence and modern methods of 
X-ray diagnosis I am so strengthened in my 
original views that I feel it will aid the 
teaching and practice of midwifery to 
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present them in modern form. Radio- 
graphic examples and pelvic floor figures 
are added. 

I hope to lift the study of mechanism from 
the drab and mystic to practical reality. It 
is no academic problem. 

My original investigation in 1933 at the 
Queen Victoria Maternity Hospital, 
Adelaide, consisted of 12,000 personal 
antenatal examinations during the whole 
period, and statistical analysis of between 
3,000 and 4,000 labours. Added to these 


now, are the institutional and private cases 
for the last 15 years. 

The following are interesting points 
gleaned from the analysis. 

Frequency of occipito-postenior positions. 
The right and left persistent posterior 
positions were respectively as 3 to 2. 


Age of patients. Varied from 16 to 45 
years. Nearly 60 per cent were under 27 
vears of age. 

Parity. Approximately 55 per cent were 
second or third babies, that is to say born 
at a maternal age, when uterine powers had 
not yet weakened from repeated child- 
bearing. 

Antenatal diagnosis of position and 
position when born. Unfortunately, only 
rarely is it possible in institutional cases, 
unlike private cases, for an antenatal 
diagnosis to have been made just before 
labour begins. More commonly a week or 
more has elapsed, from the time a patient 
is last seen in the antenatal department, and 
her admission in labour. Hence great care 
is necessary in order to harmonize one’s 
antenatal and delivery findings. 

In 100 private cases no single instance 
could I find of a true occipito-posterior 
position, diagnosed just before labour 
began, rotating spontaneously to the front, 
and being then normally or instrumentally 
delivered. On the other hand, one or two 
cases appeared to be anterior or lateral 
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positions when last seen, and yet had true 
occipito-posterior labours. I suggest that 
it is not uncommon for a lateral (inter- 
mediate posterior) position to become a 
true posterior late in pregnancy, in contrast 
with the stable lateral position after the 
onset of labour. 

Weight of babies. The weight of babies 
in persistent posterior positions appeared 
to have the following approximate percent- 
ages: 


6 pounds or under (2,269 g.) 21 per cent 


7 pounds (2,722 g.) 27 
pounds (3,629 g.) 


ro pounds and over (4,536 g.) 


Method of deliwery of persistent postenor 
posttions 

Normal delivery 62 per cent 

Manual rotation and forceps, 38 per cent 

Length of labour. The longest labouw 
was 96 hours in a primigravida, aged 29, 
left Ipito-posterior position, baby II 
pounds 2 ounces (5,047 g.) (manual rota- 
tion, forceps). The shortest labour, halt 
hour, spontaneous delivery ina para-3 aged 
26, right occipito-posterior, baby 7 pounds 
§ ounces (3,317 g.) 

Average length. Manual rotation and 
Primigravidae, average 20 to 
24 hours; Oo hours on rare occasions while 
24 to 40 hours ts quite common 

Multiparac Longest, about 24 hours; 
+ 5) hours in a para-12, aged 41 
Averige length about 12 to 16 hours 

Normal Primigravidae, 
average length about 20 to 24 hours. 
longest, a girl aged 19, mght occipito- 
posterior, baby g pounds 7 ounces (4,280 g.) 
Shortest, in girl aged 16, nght 
12} hours; baby 8&8} 


fore ps ASCS. 


~ rT 


delive ries. 


in 72 hours 
occ pito-posterior 
pounds (3,288 g.) 

Multipart Shortest hour, 
para 3, right occipito-postenor, baby 


pounds § ounces (3,317 g.) 


labour, 


/ 


Average about 


12 hours, although 30 to 50 hours is not un- 
common. 

Some conclusions I reached after the 
study of this analysis were : 


1. Long internal rotation of three-eighths 
of a circle in occipito-posterior positions 
was rare. 

2. Long internal rotation up to less than 
three-eighths of a circle was common. 


». Under the following diverse conditions 
babies, large, medium, average and small 
in size; pelvic floors, perfect, good, fair and 
poor; labours quick and slow; uterine con- 
tractions strong, average and weak; 
flexion, complete and incomplete—all have 
provided failed, long, three-eighths rota- 
tions of the occiput. 

What could this mean? There must be 
some common factor it seemed to me that 
we had till now overlooked. How could 
one reconcile the easy, long rotator, the 
easy face-to-pubes cases (short rotator) with 
the prolonged case of either type. 

It could hardly be attributed essentially 
to degrees of flexion, because perfect condi- 
tions of labour and quick delivery, accord- 
ing to present teaching, should fail to pro- 
duce a ‘* face to pubes case "’ 

Let it be kept in mind that the causes 
according to present teaching of failed long 
rotation are: 


(a) Feeble uterine contractions. 

(b) Damaged pelvic floor and levator ani 
muscles, which retard internal rotation. 

(c) Bad flexion, which causes the sinciput 
to be lowest, and rotates it to the front. 

These explanations are inadequate in the 
light of conclusion (3) reached after my 
investigation 


Example: How could they explain the 
case of a girl aged 16 years who delivered 
herself unaided of a baby 8} pounds 
(3,742 g.) ‘‘ face to pubes ’’ in 12} hours ? 
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OCCIPITO-POSTERIOR POSITIONS 


The Dead Foetus and the Dry Pelvis. 


This was studied and it was found that if 
a moderate size dead foetus be placed with 
its occiput opposite one or other sacro- 
iliac joint, with its trunk in corresponding 
alignment, an imitation of a posterior 
position is made. 

If the head be completely or partially en- 
gaged, it is manifest that the anterior 
shoulder does not project much, and some- 
times not at all, in front of a coronal plane 
through the anterior superior spines. 

With the posterior shoulder lateral to the 
vertebral column, a moderate size foetus 
exposed the anterior shoulder in front of the 
plane; with the posterior shoulder across 
the promontory, the anterior shoulder cor- 
respondingly retired behind the plane. 

It then occurred to me that there might 
be two distinct types of occipito-posterior 
position, and not one generic occipito-pos- 
terior position, favoured or not by adequate 
flexion. Perhaps these types had a distinct 
and fundamental relationship to the pelvic 
floor. To this then I turned. 


The Pelvic Floor. 

Essentially this diaphragm consists of the 
levatores ani muscles. These are usually 
described as two muscles which have been 
named from their attachments, the pubo- 
coccygeus, and the iliococcygeus muscles. 
The pubo coccygeus arises from the back of 
the pubic symphysis and body, and from 
the pelvic wall, along an oblique line, which 
is continued upwards and outwards towards 
the obturator canal, and also in part from 
the triangular ligament. The muscle passes 
backwards and inwards and is inserted 
partly into the last sacral vertebra; and 
partly into a tendinous median raphe 
situated behind the rectum, where it unites 
with its fellow from the opposite side 
(Thompson; Eden and Lockyer, 1928). 
These muscles partly ensheath the vagina 
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and rectum, and exert to some extent a sup- 
plementary sphincteric function. 

The iliococcygeus arises sometimes from 
the iliac pectineal line, and sometimes from 
a fibrous arch passing from the pubes to the 
ischial spine ‘‘ the white line of the pelvic 
fascia "’ (Thompson; Eden and Lockyer, 
1928). It has an aponeurotic insertion into 
the last two coccygeal vertebrae and into the 
ano-coccygeal median raphe. 

The coceygeus or ischiococcygeus 
muscle arises from the ischial spine; and is 
inserted into the lateral aspects of the lower 
sacral vertebrae and the coccyx. The 
coceygeus muscle is often rather a poor 
muscle with considerable fibrous tissue in it. 

The coloured diagrams will show the 
striking difference between these muscles, 
the oblique sphincter shape of the pubo- 
coccygeus, its fibres oblique, and the 
secondary strength and lower plane of the 
iliococeygeus. 

It is my view that the pubococcygei 
muscles are the principal muscles of internal 
rotation. 

From the examination of anatomical 
specimens at the anatomy school of the 
University of Adelaide, and the study of 
innumerable descriptions of this structure, 
I was deeply impressed by the high origin 
of the powerful pubococcygeus muscle, and 
the lower origin of the iliococcygeus, and 
negative significance of the lowest element 
the ischiococeygeus. 

My decision was provisionally made. 
Everything considered, the answer might 
be that internal rotation vitally depended 
upon special segmental floor contact. The 
riddle of mechanical behaviour of the 
presenting part was solved. The pelvic 
tloor no longer was seen as a magic carpet, 
vaguely rotating supposed lowest parts of 
presenting parts around to the symphysis. 
On the contrary, it was as sensitive as a 
trapdoor in special parts. Either nature, 
or manipulative obstetric art must place the 
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denominator on or near the trap door. To 
my mind the trapdoor or special internal 
rotator is the pubococcygeal sphincter. 

[he study further carried me to the con- 
clusion that there were two separate 
occipito-posterior positions, with distinct 
relationship to the pubococcygei—the an- 
terior of the two was the long rotator; the 
posterior of the two was the short rotator 
the face to pubes case, actually a sincipito- 
anterior. 

Accordingly, I suggest it is not neces- 
sarily hours of labour, nor pains, nor 
degrees of flexion, which foreshadow the 
type of anterior rotation But is it not the 
position of the denominator of the present- 
ing part? 

Moreover in the light of the high, as 
regards the brim, pubococcygeal rotator 
it was unessential for a sinciput in the true 
posterior position, to be lowest to strike the 
pelvic floor first. It always strikes the 
pelvic floor first in this persistent posterior 
position 

I term the occipito-posterior positions 
from trunk alignment—the paravertebral 
and vertebral positions; or the long rotator 
and short rotator; or the intermediate 
posterior position, and the true persistent 
posterior position 

An exceptional position is one with a 
posterior position of the head, and an 
anterior situation of the trunk. 1 would 
term these the eves right, and eves left 
positions (latter, Dr. Hedley’s case 5). The 
region of the ischial spines, and the pelvic 
floor posterior to them, is the inactive part 
of the floor, or the doldrums of the floor. 
The primary pelvic position of the deno- 
minator determines the nature of the inter- 
nal rotation, rather than degree of flexion. 
Adequate flexion quickens each special 
rotation, long or short. 

Moreover head disposal is exclusive and 
independent of trunk position as Hedley 
(1933) showed. 


As an exception a large trunk, however, 
through shoulder fixation at the brim may 
prevent descent and rotation of the head. 

(1) Clinically the physical signs of an 
occipito-posterior position are as follows, 
according to Tweedy (1929): ‘‘ The whole 
uterus appears larger than normal because 
of the partially extended spine. the breech 
is felt at the fundus, but on tracing it down- 
ward instead of feeling the back, the fingers 
dip into a hollow between the breech at the 
fundus, and the head at the brim and in this 
hollow knobs of the limbs are felt. Limbs 
are always readily felt in these cases. The 
partial outline of the back can be felt along 
one flank, and the back is noticeably exten- 
ded. 

This is probably caused by the convexity 
of the back encountering the lumbar verte- 
brae. This extension of the back helps in the 
slight extension of the head.”’ 

Comment. Typically my view is that this 
position rarely rotates three-eighths of a 
circle. It is actually the persistent pos- 
terior, and I have designated it the 
sincipito-anterior or spontaneously—the 
face-to-pubes case. 

(2) The intermediate posterior (long 
rotating occipito posterior). This position 
I suggest is the one which, for all time, has 
been definitely diagnosed per vaginam 
(before X-ray diagnosis was done) as 
undergoing long rotation and giving no 
trouble, and I maintain has been wrongly 
identified as the occipito-posterior position 
I described in the textbooks. 

In this position (long rotator) the back is 
slightly but distinctly felt, though posterior 
and the occiput has a distinct posterior limit 
for its successful anterior long rotation. 
This limit is at the posterior foetal equator. 
Its most typical form is the paravertebral 
position. As far as the foetal trunk is con- 
cerned it is a case of ‘‘ much back ’’ right 
occipito-anterior; “‘ little back’’ interme- 
diate posterior, long rotator, “‘ no back or 
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OCCIPITO-POSTERIOR POSITIONS 


very little back ’’ occipito-posterior of text- 
books (persistent posterior). 


The Rotating influence of the Pelvic Floor 
in the Two Occipito-posterior Positions. 

The True Occipito-posterior (short) 
rotator). The floor in front of the ischial 
spines has the only serious effect on the 
presenting parts. In the true occipito-pos- 
terior it is on the sinciput, because the 
occiput is deep in the posterior quadrant of 
the pelvis and the sagittal suture oblique 
across the iliococcygeus raphe. In conse- 
quence the occiput remains behind the 
pubococcygeal rotator. One may say the 
foetus lies like a beetle on its back (see 
X-rays). ' 


The intermediate occipito-posterior (long 
rotator). In this position the occipital region 
and bi-parietal diameter are appreciably, 
or wholly anterior to the ischial spine 
coronal plane. The occiput may even reach 
the posterior foetal equator. The foetal 
trunk is wholly, or in a major degree, lateral 
to the maternal spine, mobile and free from 
the harassing handicap of shoulder fixation 
so often characteristic of the true occipito- 
posterior. 

The intermediate posterior head achieves 
full impact upon the iliococcygeus (Green) 
which, acting as a springboard, guides it 
forward with increased flexion to long inter- 
nal rotation by the pubococcygei (see 
X-rays). 

The birth canal follows a physiological 
axis rather than a purely pelvic axis. The 
physiological lift forwards is due to the 
shortening of the whole birth canal on 
uterine action. Descent and increased 
flexion are simultaneous. 

The internal rotator — pubococcygei — 
always rotates forwards to the open hiatus 
between them at the subpubic arch. It is 
oblique in plane as a sphincter (see diagram) 
like a quoit sighted or. the peg. It is sensi- 
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tive to brim alignment of the denominator 
—hence the successful and failed rotators. 

The persistent posterior is an instance of 
wrong alignment. Manual conversion of 
the whole foetal trunk and head must be 
done before spontaneous rotation, or rota- 
tion with Kielland’s forceps can occur in the 
true posterior (persistent posterior). My 
latest case where a persistent posterior 
was converted manually from true posterior 
to intermediate posterior (and still remain- 
ing an occipito-posterior) delivered her- 
self one hour later, as an occipito-anterior 
(baby 11 pounds 6 ounces). Hence position 
is the index of internal rotation. 

A new law is suggested for the pelvic floor 
as follows: 

‘* With the lie longitudinal that portion of 
the presenting part which is related to the 
pubococcygeal segment of the pelvic floor 
rotates to the symphysis.”’ 

The maternal pelvis was designed for the 
foetus, and not the foetus for the pelvis. 

The pelvic floor has some resemblance 
to the constrictors of the pharynx; each has 
a moveable raphe. The cervix is set in the 
fore pelvis, and trained on the lumen of the 
pubococcygei. The foetal thrust is thus 
ever forwards and later upwards, and 
follows as it were a physiological axis, This 
allows of early, late, or last minute rotation 
of the presenting part. 

In support of this physiological axis one 
observes in labour the earlier and greater 
pressure on the bladder and the urethra 
than on the rectum. Urinary retention 
occurs early, while bowel contents can be 
passed to the end of the birth. There is 
also always pelvic room behind the head; 
the foetus held as it were in a birth tube. 
The foetal trunk plays no part in initiating 
the mechanism of the cephalic presentation. 
It is only a “‘ trailer ’’ as related to the head. 

The reader is once again referred to 
Hedley’s (1933) paper which shows X-ray 
photographs of a foetus with the occiput 
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posterior, while the child's back is anterior 
and to the right. 

‘* The child in this case was born with the 
occiput posterior and was perfectly normal 
in every way 

These photographs interested me greatly, 
because they appear to: 

(1) Strongly support my views on 
mechanism 

2) Prove the complete independence ot 
the head rotation from trunk influence. 

[he lateral illustration of the pelvic floor 
was adapted trom Fig. 14 in Dr. Curtis's 
Gynaecology and kindly permitted by his 
publishers, W. B. Saunders Company. 

The physiological axis and colouring 
are additions suggested by myself. 
It shows striking|ly the significance of the 
specialized rotator muscles, and their im 
plied power when hypertrophied at labour 

Treaiment Space limits discussion ot 
this in detail 

An understanding of mechanism is vital 
to management. The conception of the 
function of pelvic floor suggested after 25 
years study appears definitely valuable. 
Pecise diagnosis of position by abdominal, 
vaginal and X-ray examinations clear the 
way tor management, 

Patience and confidence for the long 
rotator, and for the short sincipital rotator 
which is smoothly descending. 

Manual rotation for the persistent 
occipito-posterior, which is doing neither, 
after efficient second stage pains, and 
maternal and foetal distress are evident 
Manual rotation can, but need not always 
be immediately tollowed by forceps 
delivery Note the 11 pounds 6 ounces | 
baby described. In this case long rota- 
tion (after manual conversion of the 
foetus from the persistent to the inter- 
mediate long rotator 
allowed to occur naturally. If the 
foetal heart is good, spontaneous delivery 
may sometimes be better 


position) Was 


Episiotomy is a most valuable measure, 
especially in the low, much moulded “* face 
to pubes ’’ case, which is sometimes better 
not manually rotated. To those who use 
Kielland’s forceps for rotation I commend 
the above conception for consideration. 

Buist pads I consider are often of decided 
value. Their effects conform closely to my 
pelvic floor theory. They may convert a 
true (persistent) posterior to an intermediate 
(long rotator). 

A judicious employment of manual rota- 
tion and the waiting method of the Dublin 
School seem called for in the treatment of the 
occipito-posterior positions. Naturally 
cases of contracted pelvis, with occipito- 
posterior positions, must be treated accord- 
ing to type and degree. 


(ONCLUSIONS. 

1. Long internal rotation of three-eighths 
of a circle in occipito-posterior positions is 
rare. (Present teaching suggests that go per 
cent rotate three-eighths of a circle.) 

2. Internal rotation up to “‘less than 
three-eighths of a circle’’ in occipito- 
posterior positions is common. 

3. Two types of  occipito-posterior 
position are suggested by the writer: 

(a) The true occipito-posterior position, 
where the occiput is at, or behind the 
sacro-iliac joint. 

(b) The intermediate occipito-posterior 
position, where the occiput lies in 
tront of the sacro-iliac joint. 

4. A transverse clinical boundary, the 
“posterior foetal equator,’’ situated 
approximately three-quarters of an inch 
anterior to the sacro-iliac joint, is suggested 
as dividing the true from the intermediate. 

5. Clinically, these positions may usually 
be differentiated abdominally by the 
position of the anterior shoulder, i.e. with 
true posterior, the anterior shoulder is felt 
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OCCIPITO-POSTERIOR POSITIONS 


either very vaguely, or not at all (vertebral 
position); with intermediate, the anterior 
shoulder is still definitely palpable (para- 
vertebral position). 

6. Flexion, it would appear, has not the 
importance previously associated with it, as 
a cause of three-eighths internal rotation. 


7. Pelvic alignment of the denominator 
is the index of internal rotation. 


8. Babies, small, moderate, and large in 
size, can all fail to rotate anteriorly under 
apparently favourable conditions. A com- 
mon cause, due to pelvic floor function, is 
suggested. 


g. The occiput fails to rotate three- 
eighths of a circle because it remains behind 
the “‘ posterior foetal equator,’’ and off the 
rotating part of the floor—i.e. its specialised 
segment. 

10. A new law for the pelvic floor is sug- 
gested. 


11. A physiological directing axis for- 
wards to the sphincter vaginae is suggested 
as influencing foetal transit along the birth 
tube. 


12. A resemblance of the pelvic floor 
musculature, with its moveable raphe, to 
the pharyngeal constrictors is noted. 


13. Deep transverse arrest occurs 
because the presenting part lies across the 
non-rotating part of the pelvic floor. 

14. The writer's practical employment of 
this conception has been most encouraging. 


15. Under the following diverse con- 
ditions: Babies, large, medium, average, 
and small in size; pelvic floors, perfect, 
good, fair, and poor; labours, quick and 
slow; uterine contractions, strong, aver- 
age, and weak; flexion, complete and in- 
complete—all have provided failed, long 
three-eighths rotations of the occiput. 
Present teaching of pelvic floor mechanism, 
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I suggest, fails to explain them. I believe 
the suggested new law covers the ground. 

16. The true occipito-posterior, or 
sincipito-anterior, is a relatively uncom- 
mon position. 


17. A judicious application of the treat- 
ment of the English or the Dublin School 
in individual cases, is recommended. 


18. The prolonged occipito-posterior 
labour, with ultimate live birth, demon- 
strates the soundness of Dublin treatment in 
certain cases. 


19. Students and practitioners, | am 
confident, may be helped by this concep- 
tion, 


20. This pelvic floor conception should 
be of value in the treatment of face and 
brow presentations. 


21. May not the maternal liver, not the 
pelvic colon, influence from its unequal 
lobes the position of vertex presentations, 
and explain why left occipito-anterior is the 
commonest position ? 


22. Correct management of labour com- 
pels the mastery of mechanism. 


23. The author's pelvic floor theory 
appears to pass the critical tests of X-ray, 
and clinical examination, as to mechanical 
behaviour. 

24. It stands as a ground-floor plan for 
labour. 


1 am deeply grateful to Doctors 5. 
Verco, C,. Gurner and C. Smeaton of 
Adelaide, for their valuable assistance 
with the radiographs of posterior positions, 
here reproduced. Finally, 1 owe a debt 
to Dr. Curtis, and his publishers, W. B. 
Saunders Company, for permission to 
utilize Fig. 14 of Curtis’s Gynaecology, 
to explain pelvic floor function. 
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OBSTETRICIAN AND ALMONER 
BY 
STAFFORD MATTHEWS, M.B., Ch.B., F.R.C.S., M.R.C.O.G.* 
From the Postgraduate Medical School of London 


THE increasing tendency towards speciali- 
zation in medicine produces new problems, 
such as the constantly mounting number 
and cost of laboratory investigations 
(Roberts, 1948), and the segregation of 
patients suffering from certain conditions 
into special clinics, so that a comprehensive 
picture of the patients themselves and of the 
problems, medical and social, arising out 
of their disabilities becomes more and more 
difficult to obtain. The ‘‘ clinic within a 


clinic’’ system, suggested by Snaith and 


Ridley (1948) in their paper ‘‘ Gynaecol- 
logical Psychiatry ’’ offers a possible but 
only partial solution. 

This article is concerned with another 
problem facing the obstetrician working in 
hospital. He is often denied that intimate 
knowledge of the surroundings and circum- 
stances of his patient that the general 
practitioner acquires in the ordinary course 
of his duties. It is our purpose to indicate 
how the obstetrician can gain much of this 
knowledge by co-operation with the 
almoner. 

In the 53 years that have passed since Sir 
Charles Loch suggested the introduction of 
social workers into hospitals, the almoners 
have grown into a body of highly trained 
workers, whose activities extend far beyond 
the dispensation of charity and who would 
stand pre-eminent in the field of social 
medicine, were their full potentialities 


* At present Lecturer in Obstetrics and Gynae- 
cology, University College, Ibadan, Nigeria. 
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realized by hospital staffs. The National 
Health Act offers wider scope and a new 
orientation of work for almoners, who need 
no longer concern themselves with the 
financial position of their hospitals. 

The present demand for almoners has far 
exceeded the supply, with the result that 
most hospitals are understaffed, not only in 
almoners, but in the assistants who are so 
essential in order to provide the almoner 
with time enough for out-of-hospital 
investigations. In the Hammersmith 
Hospital obstetric unit of 115 beds, there 
is only one almoner. It is to be hoped that 
the government will heed Sir E. Rock 
Carling’s (1948) plea for financial assist- 
ance in the training of the increased 
numbers required. 

Almoners are specially helpful to the 
obstetrician, knowing as they do the various 
statutory and voluntary sources of help 
available to the woman during and after her 
pregnancy—of which both patient and 
doctor may well be ignorant. In this res- 
pect, it will be regrettable if an increase of 
State benefits damps the enthusiasm of the 
countless voluntary workers. ‘‘ Vigour and 
abundance of voluntary action, individu- 
ally and in association with other citizens, 
for bettering one’s own life and that of one’s 
fellows, have been the outstanding features 
of British society in the past.’’ (Beveridge, 
1948.) 

At present medical students hear little or 
nothing of the work of the social service 
service departments of their hospitals, and 
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we suggest that a lecture or two might be 
given by an almoner during the course in 
hygiene, An alternative would be to assign 
the students for a certain period to the 
almoner’s department (Harding, 1947), but 
other demands on students’ time might 
make this impracticable. 

In this article we are especially interested 
in the almoner who does obstetric 
work. Ina valuable survey (Beck et al., 
1947) It was estimated that 54 per cent of 
patients admitted to a medical ward re 
quired almoner assistance. These investi 
gators list the chief difficulties facing the 
medical almoner in order of importance as 
(1) loss of wages, (2) necessity for subse 
quent change of employment, (3) domestic 
difficulties. Contrast these with the prob 
lerns facing the obstetric almoner who has 
to deal with many patients admitted to hos 
pital for purely social reasons. Moreover 
the actual problems facing the 
obstetric almoner differ in nature and in 
of emphasis: (1) rehousing, (2) 
domestic difficulties: chiefly the care of 
children while the mother is hospitalized or 
convalescent, (3) financial, (4) the problem 
of the unmarried or extra-marital preg 
nancy. Compared with her colleagues, the 
obstetric almoner has three advantages 
Firstly, the antenatal months provide a 
period of preparation when doctor, almonet 
and patient can foresee difficulties. Sec 
ondly, a mother is rarely the chief wage 
earner of the family unit, with the result 
that any disablement that she may suffer 
does not commonly lead to serious economic 
difficulties. Thirdly, the obstetric almoner 
is not concerned with problems peculiar to 
old people 

One can best describe how obstetric wan 
and altoner can co-operate by considering 
the patient during the periods of antenatal 
care, lying-in, convalescence and the sub- 
sequent follow-up stage. For the purpose 
of this investigation, we visited the homes 


social 


ial 


ordet 


of some of our “‘ problem "’ patients, but 
space does not permit detailed observations. 


1. Antenatal Care. 

Good antenatal care envisages a con- 
structive and comprehensive approach. In 
the past, our approach has been limited 
mainly to the medical aspects, with too little 
attention being paid to the social back- 
ground of the individual. It is fashionable 
to decry antenatal care and to say it has 
failed to achieve its object—but if antenatal 
care has failed it is not because it is inher- 
ently useless but because it has rarely been 
properly carried out. It is another instance 
of maintaining an ambulance at the bottom 
of a cliff rather than building a fence at the 
top. 

On booking, every antenatal patient ts 
interviewed by the almoner and the sigm- 
ficant data are recorded on a form the lay- 
out of which should be agreed upon by 
almoner and obstetrician. It is important 
that patients do not subsequently have 
access to the case-folder, a state of affairs 
unfortunately obtaining in some hospitals. 
The house surgeon should take his own 
social history independently of the almoner 
and not merely absorb passively her 
account, and he should be encouraged to 
discuss these matters with the almoner, 
especially when patients present difficult 
social problems. Case conferences between 
almoner and medical officers are worthy of 
encouragement. 

The almoner’s report on home conditions 
may determine the obstetrician in his 
course of action, as for example in the 
problem of terminating pregnancy for 
tuberculosis. The less we accept the view 
that tuberculosis is in itself a justification for 
for ending a pregnancy, the more will we 
be swayed in our treatment by a knowledge 
of the social circumstances of the mother. 
Too often the consultants on such a case 
include all the specialists but not the social 
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worker. Patients with cardiac disease 
present similar problems. 

Both the unmarried mother and _ the 
woman extra-maritally pregnant provide 
difhcult problems because they either book 
late at the antenatal clinic or not at all, so 
that little time is available for preparations. 
The magnitude of the problem can be 
judged by the fact that some 30 per cent of 
pregnant women under the age of 20 are 
unmarried and almost I in every 10 
children born in hospital is illegitimate. In 
this group we find a rate of prematurity, 
stillbirth and infant mortality two or three 
times greater than that of legitimate infants. 
When we consider the anticipated increase 
in the number of divorces to 50,000 per 
year, it will be appreciated that the social 
and medical problems under discussion are 
likely to increase. It is for the almoner to 
find accommodation for many of these un- 
married mothers, to arrange for the future 
of the child and sometimes to try to recon- 
cile the prospective mother with her own 
parents. 

At present sociologists are much con- 
cerned with the so-called ‘‘ problem 
family.”’ In the past, these families have 
been very difficult to locate in the com- 
munity, and as a result investigations have 
been hindered. We believe the obstetri- 
cian and almoner could render valuable 
assistance in tracing such families. To take 
one example, any woman giving a history 
ot repeated self-induced abortions, may 
belong to one of these households. Also 
worth while is the social investigation of the 
unclean antenatal patient, often coming 
from an overcrowded home. It is obvious 
that continuity of either medical or social 
care is impossible unless the patient sees the 
same doctor at each visit. 

Unsatisfactory domestic conditions, 
worry, ignorance of, or inadequate facili- 
ties for, cooking, marital disharmony and 
so forth play a large part in the aetiology 
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of the disorders of pregnancy, such as 
hyperaemesis. One can understand that a 
change of environment or suitable dietetic 
advice may be at least as important as the 
more specialized medical care. Again, 
because the irritable uterus of a ‘‘threatened 
abortion ’’ is often only one manifestation 
of a generalized hypersensitivity, a restful 
holiday away from unsuitable, heavy work 
and worry may be the ideal treatment. If 
for any reason it is desirable to admit a 
patient to hospital, older children might be 
sent away from home; and should an ex- 
tended period of hospitalization be indi- 
cated, the patient must be frequently 
reassured about the conditions in her home 
and such data can be obtained by discreet 
visiting. It is often desirable to separate 
long and short term patients in the wards. 
It has been found that tension and anxiety 
states are often revealed in patients suffer- 
ing from a toxaemia of pregnancy, but this 
only after a long and careful interview. 
Husbands and relatives may usefully be 
approached in order to gain additional 
evidence, 

The almoner, representing the 
patient’s interests, will find many ways in 
which her advice can help; facilities at 
clinics require supervision; the appoint- 
ment system encouraged; the provision of 
waiting rooms, pram shelters, instruction 
leaflets, lectures, possibly even gramophone 
recitals of antenatal advice should be con- 
sidered. 


IT. Lytng-in Care. 

Doctors, especially obstetricians, might 
suitably invite the almoner to accompany 
them on special ward-rounds. The spirit 
of co-operation would thereby be enhanced 
anda valuable opportunity provided for the 
discussion of respective views. 

We believe that a patient should remain 
in bed for 6 to 8 days following parturition. 
Against such a policy one often hears it 
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argued that mothers do not want to stay 
in bed more than a few days. Unfortun- 
ately this is often true and reflects an inde- 
quate antenatal preparation by patient, 
doctor and almoner. Were home difficulties 
anticipated and corrected in the antenatal 
months, postnatal worries would rarely 
ensue and patients would willingly accept 
a period of rest. We have been impressed 
by the manner in which every shortcoming 
of society can produce its effect in the 
maternity ward. 

Ihe ward sister should be encouraged to 
report signs of undue anxiety to the almoner 
who must make herself readily accessible. 
Many mothers are agitated after delivery ; 
minor troubles are significant for they often 
assume large proportions. Encouragement 
is often required in order to persuade the 
mother to continue breast-feeding on her 
return home. To this end, gramophone 
records could be relayed to the waiting- 
room of the antenatal clinic and wards. 
Home visits from Health Visitors to ante- 
natal patients has proved invaluable and 
in special cases, this practice might be 
extended to lying in patients prior to their 
discharge from hospital, thereby ensuring 
continuity of supervision 

In Sweden | was impressed by the 
endeavours to alleviate ‘‘ hospital bore- 
dom.’* This was done by the provision of 
cafeterias and shops selling fruit, food, 
Smoking and conversa- 
rooms provided—these 
useful for taking intimate case 
histories—and hospital ‘beds were fitted 
with wheels giving ready mobility. It was 
noticeable that dieticians made a special 
effort to cater for patients’ likes and 
dislikes. 


flowers, et cetera 
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Ill. Convalescence. 


Clearly we should aim at obtaining for 
the patient a smooth transition from hospital 
to home. 


The more efficient the antenal 


care, the less will be the need for convales- 
cent rehabilitation and the more will ante- 
natal care become ‘‘ antenatal paediatrics.’’ 
There are now only 300 convalescent homes 
in England and Wales compared with 500 
before the war. We are indebted to the 
Institute of Almoners for their survey of 
these homes—providing yet another 
example of the valuable results that can 
accrue from this type of investigation. In 
the past, rehabilitation of obstetric patients 
has received scant attention. Instead we 
have concentrated on the correction of 
physical ailments. For example, ina paper 
entitled ‘‘Convalescence in Obstetrics ”’ 
(Purdie, 1947) the author restricts himself 
to a discussion of organic lesions. 
Arranging convalescence has proved to 
be one of the almoner’s most disheartening 
duties. The task could be made more 
simple if each hospital group were to have 
its own convalescent home. Convales- 
cence is unpopular with the majority of post- 
natal patients and when recommended it 
is usually because of a medical or surgical 
complication and not because of recent de- 
livery per se. A wife has a greater need than 
the husband for a holiday away from home 
because for her the home represents a place 
for work. Multiparae who are in most need 
of convalescence are the more reluctant to 
accept because it means leaving the family. 
There is scope for a mothercraft ward 
attached to the hospital designed to cater 
tor those patients recommended prolonged 
hospitalization. These wards could be 
staffed by assistant nurses and the staff 
shortage thereby eased. Should further 
pregnancies be undesirable, the patient 
might be referred to a family planning 
clinic. The supervision of infant-care 
throughout the early critical days and help 
in making the necessary psychological 
adjustments are services well performed by 
health visitors. The value of *‘ pre-delivery 
convalescence ’’ is emphasized. 
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IV. Follow-up. 

Attendance at postnatal clinics by women 
of all social classes is poor. There has been 
a tendency in the past to regard minor ail- 
ments as the inevitable sequence of child- 
birth—Bell (1931) found that 10 per cent 
of women were crippled as a result of child- 
bearing. It is not enough that a patient 
attend a postnatal clinic once only, even it 
a demonstrable abnormality cannot be 
discovered. Although no actual medical 
treatment may be required, the almoner 
and obstetrician can usually give useful 
advice and guidance. 

Finally, the mother working in industry 
deserves special consideration. The state 
must recognize and plan to reconcile the 
clash of interests involved in the produc- 
tion of human and of material ‘‘ goods.”’ 
This conflict between two fundamentals can 
be best illustrated by quoting first from a 
speech by Mr. S. Shepherd, M.P., as part 
of a propaganda drive to recruit more 
women into industry: ‘‘the textile in- 
dustry is 110,000 women short, the 
clothing industry 100,000 and laundries 
23,000 short.’’ On the other hand, we read 
the cold comfort of the Minister of Health: 
‘it (the Government) must not allow 
itself to be panicked into recruiting women 
into industry if as a consequence it caused 
neglect of young children.’’ One does not 
overstate the point to say that by the 
unselective employment of women in in- 
dustry we undermine the foundations of 
family life and tear away the stones of our 
social structure. It should go without 
saying that every mother should have the 
knowledge, means, time and accommoda- 
tion to bring up her own children in health 
and happiness within the family circle in 
their earliest years. It has become the duty 
of society to relieve motherhood of its 
burdens by creating conditions whereby 
economic security is guaranteed for every 
woman having a child. In this respect the 
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Health Act has not gone far enough. 
Undoubtedly the real reason for the falling 
birth-rate is economic. Declining fertility, 
the selfish pleasure-principle and _ late 
marriage are only secondary factors. 
Recent surveys (e.g. Wallace, 1947) 
emphasize that childbirth can still provide 
a crushing economic blow to the parents, 
coming as it often does at a low point on the 
‘* penury-affluence curve ’’ and often pro- 
viding an enduring financial trauma. Yet 
it would seem that in modern policy it 
matters only that the State survive, forget- 
ting, as Kant expressed it, that ‘‘ woman is 
an end in herself, and not merely a means 
to an end.’’ Society by acknowledging 
birth control and winking at the reproduc- 
tive wastage of abortion accepts its failure 
to solve the problems considered in this 
commentary. 

Some 50 per cent of women in industry 
are married, and about 3 to 6 pregnancies 
occur per 1,000 women industrial workers 
every month. Fortunately, most factories 
have a maternity policy in which almoners 
might most usefully co-operate. Day 
nurseries and nursery schools are increas- 
ing. In 1939 there were in England and 
Wales 104 day nurseries and in 1947 there 
were goo day nurseries and 370 nursery 
schools. In those cases where separation 
from the mother is recommended in the 
child’s interests, the possibilities of an Infant 
Health Hostel might be considered. ‘‘ To 
obtain the greatest benefit from an infant 
health hostel, it would be necessary to 
ascertain the household where conditions 
were prejudicial to the healthy rearing of 
an infant and to do this as early in preg- 
nancy as possible.’’ (Lewis, 1947). Such 
“observation households’’ would _illus- 
trate the necessity for a unified and closely 
knit policy throughout the whole maternity 
and child-welfare scheme, the success of 
which depends on co-operation and fore- 
sight at all stages. 
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I would conclude this article with a warn- 
ing. No system of social help however 
comprehensive, and no recording of data 
however detailed, will replace that genuine 
personal concern for the welfare of patients 
as individuals which is the hallmark of the 
good doctor and the good almoner alike. 


I am especially indebted to Miss Eliza- 
beth Elhott, B.A., A.M.I.A., Obstetric 
Almoner at Hammersmith Hospital, for her 
valuable assistance, and to Professor James 
Young whose enthusiasm for medico-social 
work has been a stimulus in this investiga 
hon. 
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OVARIAN PREGNANCY 


BY 


MauHMoupD IsmalL, M.B., B.Ch., F.R.C.S., D.(Obst.)R.C.0.G., 


Semior Professor of Obstetrics and Gynaecology, Kasr El Aini, Faculty of 
Medicine, Fouad I University, Cairo. 


OVARIAN pregnancy is probably not so rare 
as it appears from the relatively small 
number of reported authentic cases. Its 
possibility on theoretical grounds was first 
suggested by Mercer in 1614. According to 
Meyer and Wynne the first authentic case 
was that of Kawer in 1897. The first case 
to be described histologically was presented 
by van Tussenbroek in 1899. The most 
complete histological study was published 
by Bryce, Teacher and Kerr in 1908. 
Strezoff in 1927 stated that the total 
number of cases reported then was 92. He 
observed a case of superficial ovarian 


pregnancy in his 350 cases of extra-uterine 
pregnancies; while Zimmermann in the 
same year observed 2 cases, one superficial 
and the other intrafollicular, in 120 cases of 


extra-uterine pregnancies. According to 
Smiley and Kushner (1944) not more than 
200 cases of ovarian pregnancy have been 
recorded, but only 50 cases show the neces- 
sary criteria emphasized by Spiegelberg 
(1878); thus: 

1. An intact Fallopian tube on the 
affected side, not connected to the 
gestation sac. 

2. The gestation sac should occupy the 
position of the ovary. 

3. The gestation sac must be connected 
to the uterus by the ovario-uterine 
ligament. 

4. The sac wall must contain definite 
ovarian tissue in several positions at 
some distance from one another. 

Thomas, however, in 1943, set the 

number of authentic cases at 65. 

D 
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Classification. According to Sutton 
(1924) ovarian pregnancy may be classified 
as: 

1. Primary, or intrafollicular. Where 
the ovum remains in the Graafian 
follicle after rupture and is there 
fertilized and implanted. 

2. Secondary or extrafollicular. Where 
the ovum after being fertilized is 
implanted on the surface of the 
ovary and subsequently develops 
there. Only the intrafollicular type 
can be considered as true ovarian 
pregnancy, since the superficial type 
is most likely a secondary nidation. 
Some cases are deep in the ovary 
from the start. The ovum of a deep 
follicle communicating with a super- 
ficial one may be fertilized through 
this communication. 

Aetiology. It has been noted that most of 
the patients give a history of long-standing 
sterility previous to the ovarian pregnancy. 
This fact may suggest that interference with 
ovulation in some way or other may be a 
factor; the ovum for some reason does not 
leave the Graafian follicle after rupture has 
taken place, and it perishes there, except in 
the rare cases in which fertilization takes 
place within a follicle. 

This pathological ovulation may possibly 
result from structural changes, e.g. fibrosis 
or thickening of the tunica albuginea, or it 
may be due to changes in the intrafollicular 
tension of the liquor folliculi. 

Pathology. As the fertilized ovum de- 
velops inside the Graafian follicle it invades 
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the luteal and thecal cells, and partially 
destroys the corpus luteum. The process 
also involves the erosion of the blood- 
vessels with the result that haemorrhages 
occur between the ovum and the tissues of 
the ovary, resulting in a necrotic layer of 
lutein cells. The vascularity of the ovary 
allows for placental formation to take place 
more easily than in the Fallopian tube. This 
explains why pregnancy continues longet 
in the former than in the latter site. A 
number of full time ovarian pregnancies 
have been described. 

Fate of the ovum. The ovum may die 
early and be completely absorbed ; or itmay 
form an ovarian haematoma; the so-called 
blood- ysts of the ovary.”’ 

On the other hand, the sac may rupture 
and the ovum be partially or completely 
expelled into the abdominal cavity. This 
very likely explains the considerable pro- 
portion of cases of serious haemorrhage 
trom the ovary, according to Curtis (1941). 
The ovum in rare cases may continue to 
grow and torm a secondary abdominal 
pregnancy. 

An unruptured ovarian pregnancy 
presents the same appearances and charac- 
teristics of the so-called ‘‘ chocolate cysts . 
of the ovary. A differential diagnosis is 
only possible by a thorough microscopical 
study of the specimen. Many cases may 
pass unrecognized if such investigation is 
omitted. 

lhe tollowing case of true, intrafollicular, 
ovarian pregnancy is worth recording : 


A nulliparous woman, 23 years old, married for 
i') years, consulted me for the first time for severe 
spasmodic dysmenorrhoea which forced her to stay 
in bed for a few days each month. She had tried 
the ordinary methods of treatment for such a con 
dition without relief When I examined her I 
found a retroverted, fairly well developed uterus 
I suggested dilatation of the cervix with the inser- 
tion of a stem pessary in the cervical canal for a 


few days to be followed by correction of the retro 


version by pessary. This operation was performed 
on the 2zoth January, 1947, a few days before her 
expected period. 

She saw me again on 6th April, complain- 
ing of pain of sudden onset m her abdomen, 
particularly on the left side, and that she had 
vomited twice. Her last menstrual period had 
started on the 27th January, and lasted for 5 days. 

She looked rather pale and appeared to be 
seriously ill. Her pulse was 100 per minute and 
her temperature was normal. Symptoms of early 
pregnancy were not marked and sigas in the breasts 
were not obvious, except for some fullness and 
tenderness 

On bimanual examination a Smith-Hodge 
pessary was found and removed. The uterus was 
enlarged to the size of a 5 to 6 weeks pregnancy, 
but it was somewhat deviated to the nght side of 
the pelvis. A very tender circumscribed cystic 
swelling the size of a small orange could be 
detected in the left posterior quadrant of the pelvis. 
It could not be moved because of tenderness. There 


was no bleeding per vaginam 


I advised the patient to be admitted to hospital 
to be kept under observation for a few days, but 
she refused. I warned her husband of her con 
dition and advised the patient to have absolute rest 
in bed 

On oth April, | was called to see her at home 
She was ina state of collapse; pale with a weak and 
thready pulse of 130 and a temperature of 36°C 
She complained of severe abdominal pain and pain 
radiating along both sides of her neck and behind 
the sternum. The abdomen was tender especially 
in the left iliac region, but rigidity of the abdominal 
wall was not pronounced, Shifting dullness was 
not found. I was informed that while defaecating 
she was seized with violent abdominal pain which 
caused her to faint. A careful bimanual examina- 
tion was made and the cystic swelling discovered 
it the previous examination was distinctly larger 
in size but rather ill-defined. Tenderness was par- 
ticularly marked over the mass. There was no 
b'eeding per vaginam 

It was evident that the case was one of a ruptured 
ectopic gestation and that immediate operation 
was necessary 

The patient was given 4 gr. of morphia before 
being transferred to a private hospital. She 
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arrived there at 2 p.m. and was prepared for 
operation. 

At 4 p.m., the abdomen was opened through a 
midline sub-umbilical incision. A moderate 
amount of blood escaped and a large clot, over- 
lying the fundus of the uterus, presented, and was 
removed. 

Exploration revealed a normal right Fallopian 
tube and ovary. On the left side there was an 
apparently normal Fallopian tube. Occupying the 
left posterior quadrant of the pelvis and adherent 
to the pelvic wall, was a ruptured gestation sac. 
This was brought into the wound with some diffi- 
culty. It was attached to the uterus by the ovario- 
uterine ligament medially, and to the left 
infundibulo-pelvic ligament laterally. The sac itself 
was about 3.5 inches in diameter and contained a 
mass of well developed chorionic villi. A cord of 
about 10 inches in length was traced from the 
placenta to a 2-months-oid foetus which was lying 
free in the peritoneal cavity among loops of intes- 
tines. On the inside of the sac was a large blood- 
clot; on its outer side were several haemorrhagic 
follicles. The surface of the ovary was greyish 
white in colour (Fig. 1). 

The gestation sac was removed. Oozing was 
control’'ed by gauze pressure and the left tube 
and part of the left broad ligament were utilized 
in covering the raw area left after removal! of the 
sac. 

Towards the end of the operation the condition 
of the patient became critical. She was given a 
pint of blood-plasma intravenously, and intra. 
venous hypertonic glucose with difficulty because 
of the collapsed state of her veins. Blood trans- 
fusion was not available. 

The peritoneal cavity was cleansed of blood and 
clot and before closing the peritoneum about 1% 
pints of normal saline was left in the abdomen. 
Oxygen was administered to the patient in the 
meantime. Her condition improved to a certain 
extent; and although she needed a blood trans- 
fusion very badly, the latter could not be given 
before 8 o'clock next morning. Two pints of stored 
blood were given through the external jugular vein 
by the drip method. She had a severe reaction 
to the transfusion. The pulse improved rapidly. 
She then had an uninterrupted convalescence. 
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She was discharged on the 15th day after the 
operation. 

I have seen her on several occasions since, enjoy- 
ing perfect health. 

Microscopic report. A section was prepared from 
the gestation sac, it shows haemorrhagic follicles 
and chorionic villi. In it there is a band of highly 
vascular ovarian tissue with thin-walled vessels 
resembling cavernous spaces. Graiifian follicles 
are seen, some of them are intact. Beneath this, 
the ovarian tissue is largely destroyed by exten- 
sive haemorrhage and necrosis, then there are 
the chorionic villi of normal shape and appearance. 


Comment. This is a case of primary 
ovarian pregnancy fulfilling all the con- 
ditions required by Spiegelberg. A placenta 
in its early stage of development is attached 
on one side to the inner surface of the 
gestation sac in the ovary and on the other 
side to a two-months embryo by a fairly 
long umbilical cord. Pain referred to both 
sides of the neck and behind the sternum 
was a prominent feature in the patient's 
complaint. 


I desire to express my thanks to Dr, I. 
Kamal for his assistance during the opera- 
tion, and to thank Mr. Strekalovsky for his 
drawing of the specimen. 
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THROMBOPHLEBITIS is a rare complica- 
tion of pregnancy. Westmann (1936) gives 
the incidence as 0.1 per cent but does not 
give the data on which he bases this figure. 
Browne (1944) in his book says he saw 3 
cases in 10 years at University College 
Hospital, that is in about 12,000 booked 
cases, an incidence of only 0.025 per cent. 
In a personal communication he mentions 
another case which he saw in 1946 and says 
he believes the condition to be much more 
common than is suggested by the rarity of 
reports in the literature. 

Goldsborough (1904) could find reports 
of only 10 cases in the literature and re- 
ported another of his own. Steiner (1945) 
found a further 5 cases and added 1 of his 
own. Pali (1945) mentioned some of these 
and added a further 17 trom the European 
literature, 

Including all these the present writer has 
been able to find references to 48 cases which 
together with a case occurring in his own 
practice, described below, makes a total of 
49 cases. Unfortunately some of the reports 
could only be obtained in abstract form and 
afte not as ¢ omplete as could be wished. 


Case Report 


A a2-gravida, aged 34 years, had her last men 
strual period on 2nd January, 1946. Her first preg 
nancy had been normal when 2 years previously 
she had a spontaneous delivery of a 6 pounds 


(2.7 kg.) male child after a labour lasting 8 hours 
the puerperium was normal 
Her present pregnancy was apparently normal 


until at 32 weeks a breech presentation was found 


ANTENATAL THROMBOPHLEBITIS 
BY 
J. M. B. Donacpson, M.B., B.Ch., B.A.O., D.Obst.R.C.O.G. 
Belfast. 


External version was easily performed without 
inaesthesia. The pregnancy continued normally 
to 36 weeks when the woman complained of a mild 
dragging pain over the sacrum and above the pubis 
Nothing abnormal was found on examination. The 
blood-pressure was 123/75. 

At 37 weeks she complained of pain on the medial 
aspect of the left thigh made worse by walking 
and relieved by rest. Her temperature was 97.8°F. 
and her pulse 68. There were some redness and 
slight oedema of the anterior triangle down to the 
midpoint of the thigh. Tenderness was present 
particularly at the saphenous opening and up to, 
but not above, the inguinal ligament. The leg was 
immobilized on a pillow and heat and glycerin and 
belladonna applied 

Seven days later the oedema was decreasing but 
there was still redness in the anterior triangle and 
tenderness along the course of the femoral vein for 
ibout 5 inches below the inguinal ligament and also 
for a short distance above on deep pressure. The 
blood-pressure was now 135/75, the temperature 
97-6°F.. and the pu'se-rate 72. 

Iwo days later there was still slight oedema, no 
at the 


saphenous opening but it was much less elsewhere. 


redness There was still tenderness 
The femoral vein was palpable as a hard cord. 

After a further 2 days the temperature was 98°F, 
the pulse rate 68 and the blood-pressure 120/70 
There was no redness nor oedema and only slight 
tenderness at the saphenous opening. 

Iwo days later she complained of pain in the 
left popliteal space. Her temperature was 97.8°F. 
her pulse 68 There was no redness, the left 
ankle was slightly oedematous. The thigh was not 
tender but there was tenderness in the popliteal 
space extending down to the midpoint of the calf. 

Three days after this there was slight pain in 
the calf on movement, none at rest. A red area 
about 1'4 inches in diameter was to be seen on the 
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back of the calf at the junction of the upper and 
middle thirds. The calf was slightly tender, there 
was no tenderness in the popliteal space. There 
was just perceptible oedema over the tibia. The 
temperature was 97.6°F. and the pulse rate 70. 

[wo days later the popliteal vein was palpable 
as ahard cord. There was no tenderness, oedema 
or pain. 

Labour commenced at 12.30 a.m. that night 
The os was fully dilated at 7.30 a.m. and spon- 
taneous delivery of a 6% pounds (2.9 kg.) child 
took place at 8.40 a.m. The perineum was intact. 
The third stage lasted 15 minutes, the blood loss 
was 15 ounces (430 ml). 

Che puerperium was normal 
ranged between 97.4°F. and 98°F. and the pulse 
between 68 and 72. There was no pain, swelling 
or tenderness of the leg at any time following 
The patient was allowed up on the oth 
Five weeks after delivery the 


Her temperature 


delivery. 
day postpartum. 
patient was completely normal. 
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DISCUSSION. 


The details of the 49 cases are tabulated 
as far as they are known in Table I. In 
many cases few details are available. The 
various factors are considered below. 

Age. In 14 cases the age of the patient 
is mentioned. The youngest was 21 and 
the oldest 4o. The others were evenly dis- 
tributed between these limits. At only two 
ages, 29 and 32, is there more than I case 
and at each of these there are 2 cases. It 
appears that age has no aetiological signi- 
ficance. 

Parity. Browne (1944) says that the 
patient is usually a multipara. In the 
present series the parity is mentioned in 20 
cases. In 6 (30 per cent) the patients were 
primiparae while 14 (70 per cent) were 
multiparae. 


Taste I. 


pregnancy 
(month) 


Writer by 
whom 
Time of 


Brindeau 3 8 . Left 
Bonnet- Ss Left 
Labordery 


thrombosis 


femoral 
internal 
saphenous and 


right leg Nil 


Effect on 
pregnancy 
and labour | 


Intercurrent infection 
Unknown 


Unknown 


Beaudry 2 R. internal 


saphenous Nil 
R. leg and thigh 
R. femoral and 
left leg 
. leg and thigh 
femoral Nil 
. femoral 


Bradford 
Gripat 


Dickinson 
Audbert 
St. Ange 


Commandeur 
Bacon 


L 
L 
R 
L 


Goldsborough L. common iliac 


Maxwell 


. Leg 
. femoral Nil 


Unknown 


Anaemial and albumin- 
uria also present 


Stillbirth at 
8 months 


Unknown 
Miscarriage at Unknown 

5 months 
Nil Unknown 
Emboli from ro days 
painful uterine con- 
tractions 
Operative 

delivery 


death Pressure 


R. superficial 


saphenous Nil 
L. superficial 


saphenous 


(twins) 


Be 
> © > 
2. 
A i | 
6. 30 I 7 
7- 40 2 6 
8. 
10. 23 I 7 + 
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Tasie I-—continued. 


> > £ ca = > 
Set & wad < 
13. Steiner 36 1 3 —  L. internal Circulatory stasis fol- 
saphenous Nil lowing bed rest 
R. internal 
saphenous 
i4. Holzmann Great veins of 
pe-vis Death 
15. Hatwig Great veins of 
pelvis Death 
16. Beatti K. femoral Death 
17. Odttel Supenor vena 
cava Death 
Inferior vena cava 
15. Cornell 3 8 Uterine vein foxaemia of pregnancy 
Inferior vena cava 
ig. Schafer + (sreat saphenous 
a Sahler Caesarean section and recovery 
21. Sahler Caesarean section and recovery 
x zz. Isbruch Caesarean section and recovery 
243. Vidakovie Caesarean section and recovery 
24. Pah 32 3 I ; L. leg superficial 
veins Nil 
25. Pah 21 2 I ' L. leg Nil 
26. Pali 1 + Nil 
27 Pah M + Nil 
28. Pali M Nil 
29. Pali M ; Nil 
40. Kahr Deep veins of leg 
Kahr do 
32 Kahr do 
33. Kahr do 
44. Kahr Superficial veins 
of leg 
do 
Kaht do 
O'Leary 37 5 8 L. saphenous Nil 
38. Saver and 29 5 ' Lateral sinus Nil Chronic otitis media 
Wolsey 
; 4% Browne L. saphenous Followed dental extrac 
tion 
: 40 Browne (Mentioned in his book 
41 Browne (Mentioned in his book 
42. Browne Mentioned in his book 
43. Hartemann No details 
44 Wobker do 
45 Favreau and do 
Belanger 
46. Voron et al do 
47. Argonz and do. 
Balacuer 
48. Neumann do 


49. Donaldson 4 2 9 = L. femoral Nil Unknown 
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Duration of pregnancy at onset of 
symptoms. In 20 cases the stage of preg- 
nancy at which symptoms appeared is 
mentioned. The findings are shown in 
Table IT. 


Taste II. 
Period of No. of 
of pregnancy of cases Percentage 
o-28 weeks 6 30 
28-32 os 4 20 | 
32-36 - 4 20 | =70 
30-49, 6 30 


The majority of cases occurred after the 
28th week of pregnancy. Of the 6 cases 
with the onset before the 28th week the 
earliest occurred at 4 weeks, 2 occurred in 
the 3rd month, 1 at 4 months, 1 at 3 months 
and 1 at 6 months. 

It has been suggested that pressure on the 
veins is an important aetiological factor and 
this might explain the much greater fre- 
quency in the last 12 weeks of pregnancy. 
It seems highly improbable that pressure, 
at least from the uterus, can have played 
any part in the case occurring at the 4th 
week or indeed in those at the 3rd or 4th 
month. 

Fever. Steiner (1945) says that fever is 
seldom part of the clinical picture. In the 
19 cases in the present series in which it is 
specifically mentioned it was present in 10 
and absent In 9 cases. 

Site of the thrombosis. Pali (1945) says 
thrombosis usually occurs in the lower 
limbs and more frequently on the left side, 
in 82 per cent according to Trinkler, as the 
left common iliac vein is compressed by the 
right common iliac artery and by the colon. 

In the present series the side affected is 
mentioned in 23 cases (see Table III.) 

It will be seen that the left side is affected 
in 78.3 per cent of cases. Considering the 
small number of cases this agrees remark- 
ably well with Trinkler’s figure of 82 per 
cent. 
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Taste IL. 
Side No. of Per- 
affected cases centage Left Right 
Left 14 61 61 _ 
Right 5 21.6 - 21.6 
Both sides 4 17.3 17.3 17.3 
23 78.3 39.0 


It is generally agreed that the leg veins 
are most frequently affected. In Table IV 
are set out the veins involved in the 36 cases 
where the site is named. 


IV. 
No. of Per- 

Site cases centage 
Leg veins, deep 12 ) 34.0 ) 
Leg veins, superficial 82 
Veins of pelvis 3) 8.0 
Inferior vena cava 2 5.0 
Superior vena cava 1 7 2.5 18 
Lateral sinus 1} 2.5 } 

36 


Mortality. There were 5 deaths and 27 
cases in which recovery is recorded in this 
series. A mortality-rate of 16 per cent. It 
is probable, however, that a majority of the 
cases in which the outcome is not definitely 
stated did, actually recover and that this 
figure is therefore unduly pessimistic. 

In the 5 fatal cases the veins involved 
were: 


Case No 
in Table I Site of thrombosis 
It Left common iliac vein 
14 Great veins of the pelvis. 
15 Great veins of the pelvis. 
16 Right femoral vein. 
17 Superior and inferior vena cava. 


It is not surprising that the majority of 
cases with involvement of the great veins 
of the trunk should die, There is only one 
death among the 29 cases where the leg 
veins are involved a mortality of 3.5 per 
cent. 

Effect on the pregnancy. In 2 cases the 
pregnancy was spontaneously interrupted. 
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In 1, described by Gripat (15359) the throm- 
bosis occurred at the end of the 3rd month 
and a stillbirth took place at the 8th month. 
Che patient was anaemic and had albumin 
uria at the time of the thrombosis. It 
appears not improbable that the stillbirth 
was due to the patient's renal condition 
rather than to the thrombosis 

In the case described by Saint Ange 
(1896) the thrombosis occurred in the 4th 
week and was followed by an abortion a 
week later. 

Effect of labour and the puerperium. The 
methods of delivery are described in 33 
cases. They are shown in Table V. 


Per 
Method of delivery CASES centage Death 


Spontaneous and 


forceps delivery 4 72 < 
Caesarean sections 4 12 o 
Accouchements forcés ; 
Died undelivered 4 12 { 


[he accouchement forcé was carried out 
in Goldsborough’s case as the patient was 
imextrems. Itappears from the above that 
the method of delivery has no effect on the 
mortality rate and that therefore itis reason 
ible to allow spontaneous labour to take 

In only 1 case was any il effect noted in 
the puerperium, O'Leary (1937) describes 
a patient who had profuse lochia on the 
2nd day postpartum and was given 8 mg 
ergotamine tartrate 4 hourly for 8 days 
The day after it was discontinued she 
developed an arterial thrombosis and 
gangrene of the foot requiring amputation 
Pathological examination of the foot sug- 
gested that the arterial occlusion was due 
to spread of infection from the existing 
thrombophlebitis rather than to ergot 
poisoning. 

Aetiology. Many possible factors have 


been suggested such as varicose veins, 
trauma, pressure, pre-eclamptic toxaemia. 
In the majority of cases, however, no satis- 
factory explanation has been found. In 25 
cases in this series the aetiology is discussed. 
The suggested causes are set out in 


Table VI. 


Taste VI 

No.ot Per Case Nos 
Suggested causes cases entage in Table I 
Infection inter 

current 2 5 I, 39 

Infection local I 4 38 
Albuminuria. 12 %, 
Pressure I 4 11 
Circulatory stasis I 4 13 
Placental embol) 1 4 10 
No cause found 4 


In the writer's case no cause was found. 
The trauma of external version might sug- 
gest itself as a cause but as there was no 
evidence of thrombosis for 4 weeks aftet 
this. evolution and, as the version was 
accomplished with great ease, it is felt that 
some other explanation must be sought. The 
patient had no varicose veins. There was 
no evidence of intercurrent infection and no 
sign of toxaemia. It is felt, therefore, that 
the cause of this case and indeed of most 
cases, must lie in some local condition of the 
circulation, whether stasis in the leg veins 
or increased coagulability of the blood one 
cannot say. In this connexion it is perhaps 
relevant that the present patient was a very 
active woman doing her own housework 
and enjoving a walk every day. She never 
had any swelling of her ankles nor other 
evidence of impairment of the venous return 
from the legs. The clotting time and bleed- 
ing time were not estimated, but Steiner 
(1945) estimated the bleeding time, clotting 
time and prothrombin values in his case and 
found them all to be within normal limits. 
It would be of interest to see the results of a 
series of such estimations in cases of ante- 
natal thrombosis. 
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TREATMENT. 

Treatment by rest, elevation of the limb 
and heat gives excellent results in all cases 
where the veins of the leg only are involved. 
I can find no records of cases treated with 
anti-coagulants but the results of conscr- 
vative treatment could hardly be bettered. 
In addition the majority of cases occur in 
the 2nd half of pregnancy and one would be 
reluctant to have a patient come into labour 
without her full natural powers of arresting 
haemorrhage. On the other hand there is 
a tendency to spread of the thrombosis as is 
shown in the present case. If the patient is 
not too near term there might be a place for 
anticoagulants. 

When the great veins of the pelvis or 
trunk are involved the outlook for the 


patient is more grave and any risk involved 
in anticoagulant therapy would probably 
be worth taking. 

Even if thrombosis is actually present in 
the legs when labour starts there is no need 


for interference. Where the veins of the 
trunk are involved each case must be con- 
sidered on its merits but there may here be 
a more frequent indication for Caesarean 
section. 

Owing to the rarity of the condition it is 
difficult for any one individual to perfect a 
regimen of treatment. It would be of value 
if all cases, however mild, were reported, 
as in this way a more accurate idea of the 
frequency of occurrence, mortality rate, 
and results of treatment could be acquired. 


SUMMARY. 

1. A case of antenatal thrombophlebitis 
is reported. 

2. Forty-eight cases described in the 
literature are tabulated. 

3. The causes and effects of the condition 
are discussed. 

4. Treatment is considered. 

5. It is suggested that reports of cases 
would be of value. 
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ACTIVE TREATMENT OF INCURABLE PELVIC 
NEOPLASMS 
BY 


G. P. CHaRLEwoop, M.B., F.R.C.S., M.R.C.0O.G., 
W. B. D. 1. Evans, B.Sc., M.B., Ch.B., 
AND 
A. C. NayLor, M.B., Ch.B. 


From the Department of Obstetrics and Gynaecology, University of the 


IN ANY large gynaecological unit the 
management of cases of advanced pelvic 
cancer is liable to be a problem, It is often 
difficult to discharge such patients trom 
hospital, whether they have had radium 
treatment or not, because of intractable 
pain, or because of fistula formation. They 
thus occupy precious beds while receiving 
only nursing and symptomatic treatment 
which often turns them into drug addicts. 

\ large proportion of these patients can, 
of course, be sent home with simple anal 
vesics and instructions regarding hygiene 
In others the measures of caudal procto 
caine (Kenny, 1947), or intraspinal alcohol 
(Greenhill 1947), have been found very 
satisfactory in our experience, 

The proctocaine technique was used in 21 
» of these intraspinal alcohol was 
subsequently u ed because of one-sided re 
currence of pain. Of these 21 cases 12 were 
discharged from hospital free from pain, 
ind 7 died in hospital in relative comfort. 
In 2 cases the treatment failure 
because of hy steria and non-co operation ot 
the patients 

Intraspinal alcohol was used in 7 


Cases In 


Was a 


Casts 


of whom § were relieved of pain, one was 
1 failure and one died of haemorrhage 


Witwatersrand, Johannesburg. 


so soon after the injection that relief of pain 
could not be assessed. Only 2 of these 7 
patients were discharged from hospital. 

Of the two methods the caudal tech- 
nique was generally preferable because of 
the less marked neurological side effects. 
The bilateral analgesia obtained was an 
added advantage and the technique of 
administration was much more simple. 
With the alcohol technique, where a second 
injection became necessary because of 
bilateral pain, the patients were often 
unwilling and afraid to have the procedure 
repeated. One patient (case 18) refused 
her second injection because of the severe 
headache caused by the first. She was 
given caudal proctocaine instead which she 
found more satisfactory. 

One side effect which was found to follow 
either method was the vasodilatation due to 
sympathetic paralysis. This was followed 
by increased bleeding in 4 out of 10 cases 
where intraspinal alcohol was used, and in 
1 out of 21 where caudal proctocaine was 
used. This increased bleeding appeared to 
hasten the fatal outcome in 3 cases. How- 
ever, with these painful incurable growths 
such a termination is not altogether a 
tragedy. 
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Two points, not mentioned by Kenny 
(1947), were noticed regarding caudal 
proctocaine. 

In several cases the level of analgesia 
persisted at only about Sr. It was found that 
this could be corrected by turning the 
patient rapidly from side to side, when the 
level would rise quickly . 

Nearly all the patients for whom procto- 
caine was used seemed rather intoxicated 
soon afterwards. Some actually stated that 
they felt drunk. These symptoms passed 
off within 3 hours. It may be that the 5 
per cent benzyl alcohol in the proctocaine 
fluid is rapidly absorbed, causing this 
symptom. 

The most distressing late complication of 
cervical carcinoma is a urinary fistula. 
Such an unfortunate patient ends her days 
in a wet, foul-smelling bed, with the inevi- 
table bed sores as an added misery. Her 
nursing is difficult and unpleasant, and a 
real burden on the staff at a time when new 
recruits to the nursing profession are all too 
few. 

For these reasons it was decided that 
where the rectum was not involved and the 
patient was in a relatively good condition, 
the ureters should be transplanted into the 
sigmoid colon. The existence of dilated 
ureters so commonly found in these cases 
was not considered a contra-indication to 
transplanting, so long as ureteric catheters 
were used. Transplanting was performed 
by one of us (G.P.C.) in g cases with results 
which were, on the whole, highly satis- 
factory to patients and nursing staff alike. 
There were 2 operative deaths. One was a 
badly selected case. The rectum had 
already been involved and this perforated 
during the operation causing a fatal peri- 
tonitis. The other patient pulled her 
ureteric catheters out on the first post- 
operative day and died of uraemia. The 
catheters were stitched to the skin in 
subsequent cases. 


Another valid reason why urine should 
be bypassed into the rectum is that radium 
therapy is then possible. This is especially 
so in those cases where the growth, although 
classified stage IV because of the bladder 
involvement, is really a comparatively 
early one. If the neoplasm has commenced 
on the anterior lip of the cervix close to the 
the bladder, it may invade that organ early. 
Thus transplantation of the ureters followed 
by irradiation offers some hope of cure. 


Another advantage of the operation is 
that, where adhesions do not prevent it, a 
presacral sympathectomy may be per- 
formed at the same time. Where this is not 
possible caudal proctocaine may subse- 
quently be required. 

The operation was performed 9 times, in 
2 of which presacral sympathectomy was 
carried out at the same time. Of these 9 
patients 7 were later discharged from hos- 
pital in relative comfort. Postoperative 
irradiation was given to 6, and 2 required 
caudal proctocaine before their discharge 
from hospital. 

Both ureters must, of course, be trans- 
planted at one operation; a double opera- 
tion would hardly be justified under the 
circumstances. As there is often already 
ureteric obstruction by the growth, ureteric 
catheters should be left im situ, and be 
brought out through the anus. Apart from 
these considerations the simplest possible 
technique should be used. The numerous 
fanciful modifications of the operation 
should be avoided. 


Even the usually embedding of the ureter 
between the mucous and muscular layers 
of the colon is unnecessary, wastes time, 
and is a possible cause of constriction of the 
ureter. Itissufficient to make a small stab- 
wound into the lumen of the gut, pass 
through the ureter on its catheter, and, 
having anchored it there, cover it loosely 
with the gut wall picked up from each side 
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Catheter tied into ureter Ureter on catheter introduced into stab wound in gut 
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Simple embeddin wactised by author Author's method Contrast with Fig. 
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i'sual method. Contrast with Fig. 4 


\ 
60 JOURNAL OF OBSTETRICS AND GYNAECOLOGY m7 

| 2 FIG. 2a. 

4, 

q 


ACTIVE TREATMENT OF INCURABLE PELVIC NEOPLASMS oI 


of it by a single layer of stitches. (See 
diagrams). The catheters may be removed 
between the 5th and 7th days, by which time 
the catgut holding it will have absorbed. 

The intestine is rendered as free of organ- 
isms as possible by administering some drug 
such as sulphaquanidine for a few days 
before operation and by giving a low- 
residual diet. In our experience pyelitis has 
not occurred in the postoperative period, 
even in 4 cases where these pre-operative 
measures were omitted. 

The operation, which takes about an 
hour, is less shocking than, for instance, a 
hysterectomy, and convalescence is remark- 
ably smooth. One of us (G.P.C.) had pre- 
viously used this method of implantation 
of the ureters for other indications such as 
operative injuries to ureters, vesicovagina] 
fistulae, and ectopic vesicae with very 
satisfactory results. Where only one 
ureter is implanted a catheter is not 
required. 


SUMMARY. 
(1) A further plea is made for the more 
active treatment of late pelvic carcinoma. 


(2) For patients with intractable pain, 
caudal proctocaine by the Kenny method 
was found very satisfactory; intrapsinal 
alcohol being somewhat less so. 

(3) When their general condition is still 
fair and the rectum not involved, patients 
with carcinoma of the cervix with vesico- 
vaginal fistula formation are benefited by 
having their ureters transplanted into the 
sigmoid colon. This makes life tolerable, 
takes a burden oft the nursing staff, and in 
many cases allows radium treatment to be 
used with some hope of complete cure. 

(4) A relatively simple technique is des- 
cribed for accomplishing this (for which no 
originality is claimed). 


Our thanks are due to Dr. K. Mills, 
Superintendent, Johannesburg General 
Hospital for permission to publish the case- 
records and to Professor O. S. Heyns and 
Dr. A. Culiner for helpful suggestions and 
criticisms. 
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PRIMARY OVARIAN PREGNANCY 
A Review of the Literature and Report of a Case 
BY 


N. J. Toptack, M.D., 


From the Department of Pathology, Faculty of Medicine, University of 
Western Ontario, and Meek Memorial Laboratory of Pathology, 


IN 1932, Wollner' criti ally reviewed the 
literature on ovarian pregnancy. Out of 87 
possible cases of this condition, he acc epted 
only 48 as authentic examples of primary 
ovarian gestation. Courtiss,’ upon review- 
ing the literature from 1932 to 1942, found 
jO more instances and reported a case of 
his own. His survey included the cases 
reviewed by Russell and Black,’ and by 
Wilson and Robins‘ as well as many 
additional instances, but Wilson and 
Robins’ case was not recorded in his 
review. Thomas,’ in 1943, reported a 
primary ovarian pregnancy and found 4 
more cases which had not been previously 
reporte d in the literature. 

Subsequent to 1943, 17 additional 
cases’ of primary ovarian pregnancy 
have been found in the more recent litera- 
ture in the English language. The 2 cases 
reperted by Wong and Pott’' and a number 
of foreign articles have not been available 
for review. Up to the present time, there- 
fore, there have been at least 112 cases of 
primary ovarian pregnancy recorded in the 
literature 


Case Report 

A 32-year-old housewife had been mm fair health 
until the latter part of September 1948. At that 
time she experienced an attack of very severe 


cramping, lower abdominal pain This attack 


started in the morning shortly after the patient 


Victona Hospital, London, Canada. 


arose and lasted throughout the day. There was 
an associated backache, but no nausea or vomit- 
ing. No vaginal bleeding or discharge were 
present. There was only one such acute episode. 

The woman, however, thought that this attack 
was only an exacerbation of mild attacks of lower 
ibdominal cramps, also unassociated with nausea 
or vomiting, which she had been experiencing for 
about one year. These cramps started shortly 
after arising but lasted only 5 or 10 minutes and 
resulted in no disability. The patient menstruated 
normally in the middle of September. Her periods 
had always occurred at 28-day intervals, had 
lasted 4 or 5 days and had not been associated with 
iny abnormal discomfort. She had had 3 normal 
living chi'dren and 1 miscarriage. Six years pre- 
viously an appendicectomy had been done 

Several days after the acute attack, she con- 
sulted her doctor. He admitted her to hospital on 
znd October, 1948, for investigation of her 
abdominal symptoms. Physical examination at 
this time was essentially negative. Urinalysis 
und blood chemistry were normal. A complete 
blood count revealed a moderate degree of 
secondary anaemia with a haemoglobin of 68 per 
cent, and erythrocytes of 3,680,000 ind leucocytes 
8.650. The differential count was normal. The 
basal metabolic rate was plus 2 per cent. Cho’'e- 
cystography and gastro-intestinal series showed no 
ibnormality. There appeared to be inadequate 
indication for an exploratory laparotomy and the 
patient was discharged on oth October, 1948, with 
suggestions for the treatment of her secondary 
anaemia 

Following her discharge, the patient continued 
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to have her usual morning bouts of crampy abdo- 
minal pain but there was no recurrence of the acute 
episode. She did not menstruate as expected in 
the middle of October. But, in the latter part of 
the same month, she developed a scanty sero- 
sanguineous vaginal discharge containing stringy 
material and blood clot. These facts were obtained 
from the patient only after careful questioning, and 
after her laparotomy had been performed. At the 
time of their occurrence, she did not think they 
were very significant. She did, however, comp’ain 
of dyspareunia following her discharge from hos- 
pital. 

Because of the persistence of the bouts of ab- 
dominal cramps, the patient was re-admitted to 
hospital on 28th November, 1948. Physical 
examination at this time also elicited no pertinent 
findings. No abdominal masses were felt. Her 
blood-pressure was 160/100. Her temperature and 
pulse-rate were normal. A blood count showed a 
haemoglobin value of 73 per cent, erythrocytes 
3,570,000. Urinalysis was again negative. A ten- 
tative, pre-operative diagnosis of intermittent, 
partial bowel obstructica secondary to  post- 
appendicectomy peritoneal adhesions was made and 
the patient underwent a dilatation and curettage 
and exploratory laparotomy on 29th November, 
1948. 

Under general anaesthesia, uterine curettage was 
first done and insufficient tissue was obtained for 
pathological study. The uterus appeared normal. 
The abdomen was then opened through a right 
paramedian incision. There was no free peritoneal 
fluid or blood. Occupying the site of the right 
ovary and connected to the uterus by the ovarian 
ligaments was a large haemorrhagic mass measur- 
ing approximately 8.5 by 4.5 by 4.0cm. The right 
Fallopian tube as it coursed over the ovarian mass 
was apparently normal. The uterus, left ovary 
and left Fallopian tube showed no abnormality. A 
right salpingo-odphorectomy was performed. No 
organic lesion could be found which could account 
for the attacks of crampy abdominal pain of over 
one year’s duration. 

The postoperative course was complicated by an 
attack of phlebothrombosis of the right lower ex- 
tremity. This was treated with dicoumarol and 
there was an uneventful recovery. The patient was 
discharged on 12th December, 1948. 
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Pathologwal report. 

Gross Specimen. The specimen consisted of an 
ovarian mass and an attached tube (Fig. 1). The 
mass measured 8.5 by 4.5 by 4.0 cm. and tended 


to be bilobed, the larger lobe measuring 5.0 by. 


4-5 by 4.0 cm., and the smaller 3.5 by 3.0 by 3.0 
cm. The larger lobe was firm. Its external sur- 
face was pearly-grey and coarsely corrugated, sug- 
gesting ovarian cortex. This surface was studded 
with a number of dome-shaped, bluish, haemor- 
trhagic nodules. The smaller lobe was soft and 
fluctuant, with a thin wall and a dark-red colour. 
Upon section, both lobes were filled with large 
quantities of dark-red blood clot and communicated 
with one another by a narrow, eccentrically placed 
isthmus. The wall of the larger lobe varied from 
1 to 3 mm. in thickness and, at its point of maxi- 
mal thickness, closely resembled ovarian stroma, 
containing a small corpus luteum and a number of 
small follicular cysts. The wall of the smaller lobe 
was very thin and fibrous. There was no evidence 
of rupture and no foetal parts could be detected 
The segment of Fallopian tube as it coursed over 
the ovarian mass measured 4.5 cm. in length and 
o.g cm. in diameter. It was not adherent at any 
point to the mass and its fimbrial end was free and 
normal in appearance. 

Microscopic Examination. Sections selected 
from different parts of the wall and contents 
of the larger lobe showed the following features. 
Embedded within the mass of blood clot were rela- 
tively numerous degenerating and necrotic 
chorionic villi and masses of trophoblastic epithe- 
lium. Some of the latter contained calcium de- 
posits. The wall of this larger mass consisted of 
compressed remants of ovarian cortex, embedded 
in which were a number of follicular cysts and 
corpora albicantia as well as a single, well-developed 
corpus luteum. No recognizable decidua was 
present. 

A section from the wall and contents of the 
smaHer lobe showed no definite ovarian stroma in 
the wall. This consisted of loosely arranged, 
collagenous fibrous connective tissue containing 
liberal deposits of old blood pigment. The cavity- 
like structure possessed no epithelial lining and it 
was fil'ed with blood clot, embedded in which were 
occasional necrotic chorionic villi and masses of 
trophoblastic epithelium. 
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The Fallopian tube was normal the clinical notes and for permission to pub- 
There was no evidence of endometnosis in either lish the case. 
the ovary or the Fallopian tube 


KEFERENCES 
DISCUSSION. 


; 1. Wollner, A. (1932): Amer. Obstet. Gynec., 
Spiegelberg” has formulated 4 criteria for 


23, 262 
the diagnosis of primary ovarian preg 2. Courtiss, M. (1942): Amer. J. Obstet. Gynec., 
nancy 44, 128 

(1) The gestation sac must occupy the = 4. Russell, P. B., and Black, W. T. (1940): Sth 
normal site of the ovary. Surg., 9, 114 

(2) The gestation sac must be connected ;. Wilson, R. B., and Robins, S. (1941): Virgema 
to the uterus by the ovarian ligaments med. Mon., 68, 585 

(3) Unquestionable ovarian tissue must 5. Thomas, R. C. (1943): J. Obstet: Gynaec., 50, 
be present within the wall of the sac. =) 

(4) The Fallopian tube, including its ° Geller. P. S. (1941): Rhode Island med. J 
fimbriated end, must be normal in appear- rs Whe 

8. Strumpf, L. J. (1943): Amer. J. Obstet. Gynec., 

The case pre sented in this paper amply 4 Ping (1944): J. Obstet. Gynaec., $1, 

fulfils these criteria and, therefore, is inter- 321 ' 


preted as an authentic case of primary 10. Lyon, E. K. (1944): Canad. med. Ass. J., 51. 


ovarian pregnancy. 260 

The clinical and pathologic al data indi 11. Moore, A. E. (1944): Aust. N. Z. J. Surg., 13, 
cate that the ovarian pregnancy was of 261 
approximately 2 months’ duration. There 12. Ballina, J. B., and Chiadi, N. FE. (1945): Amer 
was no evidence of rupture with intraperi J. Obstet. Gynec., 50. 456 


Norton, ]. F., and Alter, N. M. (1945): Amer 
J. Obstet. Gynec., 50. 535 
14. Danforth, W. C. (1946): Amer. J]. Obstet 
Gynec., $1, 265. 
15. Stamm, C. J. (1946): Amer. ]. Obstet. Gynec., 
51. 
16. Isbell, N. P., and Bacon, W. B. (1947): Amer 
]. Obstet. Gynec., 54, 329 
SUMMARY. 17. Smiley, I., and Kushner, J. I. (1944): Amer 
J]. Obstet. Gynec., 48, 543. 


A case of primary right ovarian preg- oo kama 1. F., and Lillie, O. R. (1944): Amer. 
nancy is reported. This case fulfils the rigid J. Obstet. Gynec., 48, 268 


requirements for such a diagnosis. The |, gyans, W. B., Sickel, G. B., and Ivins, J. L 


toneal haemorrhage, but rupture was ‘3 
probably imminent because the wall of the 
smaller portion of the mass was very thin. 
In this case it has not been possible to 
substantiate the theory that ovarian preg- 
nancy is secondary to ovarian endometrio 


SIS 


pregnancy was of about 2 months’ dura- (1942): Amer. J]. Obstet. Gynec., 44, 528 
tion and had not ruptured. The literature 46 Pride, C. B., and Rucker, M. P. (1942): Amer 
on this subject has been reviewed ]. Obstet. Gynec., 44. 575 
21. Wong, A., and Pott, W. H. (1941): J. clin 
The author wishes to thank Dr. C. H Med., 6, 111 


Spiegelberg (1878): Arch. Gynak., 13, 73 


Reason and Dr. Ward Reason for use of 


as 
W 
= 


Bilobed ovarian mass split open. Normal tube runs along one 
surface of the mass. The dark material occupying most of the 
ovary is blood clot containing placental tissue 


N.Jj.1 


i 
| 


AN abdominal pregnancy reaching viability 
is still sufficiently rare and important 
enough to be recorded, although there is 
already quite an exhaustive literature deal- 
ing with this subject. 

A correct diagnosis of secondary abdo- 
minal pregnancy is not commonly made 
and the treatment of this condition has been 
the subject of wide discussion, particularly 
with regard to the placenta. This case 
presented itself as one of foetal death and it 
was only on careful pelvic examination that 
the true nature of the condition was sus- 
pected. Uterosalpingography confirmed 
the diagnosis before the abdomen was 
opened. 


Case Report. 

A primigravida, aged 36 years, first 
seen in the out-patient department on roth April, 
1947. 
August, 1946, and her expected date of delivery 
was 28th May, 1947. She had an attack of severe 
abdominal pain when she was about 2 months 
pregnant and was admitted into another hospital 
for investigation. Nothing abnormal was dis- 
covered and she was discharged home as soon as the 
pain had subsided. She was now free of symptoms 
except that she had not felt her baby move for the 
last 10 days. On examination the apparent fundus 
of the uterus was at the level of 32 weeks, whereas, 
accoring to her dates, the duration of pregnancy 
was 34 weeks. The lie of the foetus was transverse. 
The foetal heart was not heard and no foetal move- 
ments were felt. On bimanual examination a 


was 


Her last menstrual period began on 21st 
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swelling of the size of an orange could be feit in the 


right half of the pelvic cavity. It was thought that 
this was the enlarged uterus and that the pregnancy 
was probably free in the abdominal cavity. A 
radiograph of the abdomen confirmed the lie of the 
foetus and, in addition, Spalding’s sign was recog- 
nized. A hysterogram (Fig. 1) showed the uterus 
to be enlarged and displaced to the right by the 
foetus which was also lying partly above it. The 
foetus was extra-uterine. 

It was decided to perform a laparotomy, and this 
was done on the 24th April, 1947. A left para- 
median incision was made. The amniotic sac was 
incomplete and adherent to the parietal peri- 
toneum and had to be dissected off. The foetus 
was lying free in the abdominal cavity in the trans- 
verse position with the head under the right costal 
margin. The umbilical cord was clamped and 
divided and the foetus removed. The uterus was 
found to be displaced well to the right and was the 
size of a large orange. There was a large mass 
filling the left iliac fossa and lying posterior to the 
broad ligament. This consisted of the placenta 
with a widened thinned band of Fallopian tube 
stretched over it. The placenta was intimately 
attached to the sigmoid colon and the lateral pelvic 
wall, and the umbilical cord went down between 
this mass and the uterus. The cord was again 
clamped, tied as near as possible to the placenta, 
and removed. The placenta was left in situ. There 
was some free oozing from the region of the placenta. 
The abdomen was closed without drainage. 

The foetus weighed 4% pounds (2,000 g.) and 
measured 10 inches in length. 
maceration of the head. 

The postoperative period was very stormy, and 
for 24 days the patient was acutely ill. Commenc- 
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ing on the second day, the temperature rose to 
100.4°F. and continued to swing each night between 
this level and 102°F The abdomen became very 
distended and remained so for 19 days in spite ol 
treatment wrth enemata, pituitrin, prostigmin and 
the passage of a Kyle's tube. On the 2oth day, 
the distension was much less and a large quantity 
A rectal examma 


On the 


ol blood wa pas ed per rectum 


tion showed nothing abnormal z2nd day 
the upper end of the abdominal incision broke and 
discharge 


there was proluse thin haemorrhagnu 


On the z4th day the temperature commenced to 


time since 


The 


wmal bowel action 


ettle and for the first operation the 


general condition improved next day the 


patient had a ne The abdominal 


wound continued to discharge She was allowed 
up as the temperature and pulse rate remained 
normal rh 


msiderably but the profuse discharge from the 


ibdominal distension inprov ed 


wound persmsted and culture yielded Staphylococcus 


sureu She was allowed to #0 home on the 30th 
day 

She was seen again one week later, and had now 
fully recovered apart from the discharging abdo 


minal sinus hree months later there was on 


change ip was u jected inte the ibdominal 


imi an xX ray 
The lipiodol could be foll wed down to the placental 


examination was carned out 


site the left iliac fossa. (Fig. 2 

In December 1947, the sinus was discharging 
much woman'’s general condition was 
good Menstruation was normal, A_ bimanual 
exal t ved the uterus to be of normal 


size and slightly displaced to the nght 
By Ma eased to disc h urge 
und nothing felt in 


h 1948, the sinus had « 


abnormal could be the pelvis 


DISCUSSION 
Stock (1944) describes secondary abdo- 
minal pregnancy as being of two varieties 
intraperitoneal and intraligamentary, 
depending on whether the tube ruptures 
into the ye ritoneal cavity or between the 
two lavers of the broad ligament. He 
noticed that tn the intra pe ritoneal variety, 
the gestation sac is strengthened by inflam 
matory tissue laid down on the outside of 
the amnion. On the other hand Waters 
(1946) states that in many cases the child 


has been found free in the abdominal cavity 
and not surrounded by its membranes. In 
such a case the development of the toetus 
continues in spite of the rupture of the 
amnion, which is contrary to the usual. 
opinion that the life of the foetus in the 
peritoneal cavity is dependent entirely upon 
the integrity of the amniotic sac. In our 
case, the amniotic sac was ruptured, and we 
formed the opinion that this was the direct 
cause of the death of the foetus. 

All abdominal pregnancies are secondary 
to tubal rupture or tubo-abdominal abor- 
tion(Reel and Lewis, 1936). Our patient 
had severe abdominal pain when she was 
two months pregnant and this must have 
been the time of tubal rupture. The pain 
was severe enough for her to be admitted to 
hospital but there must have been little 
intraperitoneal haemorrhage as her symp- 
toms soon subsided. 

Early signs and symptoms of tubal or 
other rupture phenomena are considered in 
the diagnosis by Gardner and Middlebrook 
(1944). Amongst the other points dealt 
with in the diagnosis by these two authors 
are lipiodol visualization of the uterine 
cavity and routine X-ray examination. The 
hysterogram of our case clearly shows the 
uterus enlarged but devoid of foetus and 
displac ed by the foetus. In our experience 
of other cases we have found that foetal 
parts are difficult to identify when the foetus 
is lying outside the uterus; but, if they can 
be recognized, then a lie other than longi- 
tudinal is likely to be found. This was 
borne out in this case and is clearly shown 
in the hysterogram. 

There is no doubt that the correct treat- 
ment of this condition is a laparotomy with 
removal of the foetus as soon as the diag- 
nosis has been made. However, Bland and 


Montgomery (1939) state that from the 8th 
to the oth month less urgency is indicated 
and one may defer operation 2 or 3 weeks 
with the view of saving the child. 
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controversial comment has been made con- 
cerning the fate of the placenta. There are 
in the main one of three procedures which 
can be adopted and this is perfectly summed 
up by Mason (1940). If the placenta is so 
situated that it can be easily removed with 
control of bleeding and without damage to 
vital structures, this should be done. If 
observation and gentle exploration show 
that this is not possible or probable, no 
attempt should be made to remove the 
placenta, and the abdomen should be closed 
without drainage. Marsupialization of the 
placenta or drainage of the abdomen with 
the placenta left im situ appear to be the 
worst treatment of all. Mason (1940) 
further points out that necrosis of the 
placenta and membranes is a physiological 
process and should not itself be an indica- 
tion for drainage. With the present case, 
the first recourse was adopted, and although 
a free discharge, both blood-stained and 
purulent, did occur, 11 months later no evi- 
dence of the placenta could be found on 
examination. Hagie (1948) reports a case in 
which at operation 33 years later, only foetal 
bones remained, the soft parts of the foetus 
and placenta having been completely 
absorbed. 

Little attention is paid in the literature to 
the disturbed convalescence which can take 


place following extra-abdominal preg- 
nancy. Inthe case recorded by Dingle and 


Drury (1948) the postoperative recovery 


07 
was also difficult and the patient remained 
very ill for 2 weeks after operation. Our 
patient developed a paralytic ileus which 
was no doubt made worse by the presence 
of the placenta attached to the large bowel. 
The free haemorrhage which occurred per 
rectum on the 2oth day after operation must 
have been due to erosion of the bowel by 
the placenta. 


SUMMARY. 

A case of secondary abdominal extra- 
uterine pregnancy is recorded. This con- 
dition can be defined more clearly by 
hysterogram. Attention is drawn to the 
severe symptoms and signs which occur 
during the postoperative period. 
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CHORIONEPITHELIOMA OF THE FALLOPIAN TUBE* 
BY 
STEPHEN MappEN, M D., F.R.C.S., M.R.C.O.G. 
Lately Senior Registrar, Hospital for Women at Leeds, 
Maternity Hospital at Leeds. 


My interest in chorionepithelioma of the 
Fallopian tube was aroused by a case which 
was admitted to the care of Mr. Currie at 
the Hospital for Women at Leeds early this 
year. This particular case was unusual in 
that the history suggested that a tubal 
pregnancy aborted at about the sixth week 
with local and constitutional disturbances 
insufficient to cause the doctor to refer the 
patient to hospita! or to suggest to him the 
correct diagnosis. Some 8 weeks after this 
she was admitted to hospital with a large 
abdominal tumour, and in very poor 
general condition. At laparotomy a large 
tleshy mass was found arising from the 
region of the right Fallopian tube which had 
itself been completely destroyed. The 
growth was eroding the right side of the 
uterus from without and had destroyed 
approximately one quarter of its substance. 
The diagnosis was confirmed by _histo- 
logical examination as chorionepithelioma, 
and photomicrographs taken from the 
that the growth started 
uterus, and that there is no 

growth in the 
The patient unfortunately died 
days after operation, with a 
recurrence of the abdominal mass and in- 
fected secondary deposits in the lungs. 

The usual events in 
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cases reported is that the patient is operated 
upon for a ruptured tubal gestation, has 
an uneventful convalescence, and is dis- 
charged from hospital. Some time later 
and, in the vast majority of cases between 
6 and 12 weeks after operation, the patient 
returns complaining of ill health associated 
with an abdominal tumour. Laparotomy 
reveals the presence of a haemorrhagic mass 
arising from the region of the uterine cornu, 
on the side from which the Fallopian tube 
has previously been removed and, in all 
but 4 of the cases reported, death has 
occurred in a very short time. The longest 
survival, more than 2 years after operation, 
which I have been able to find was ina case 
reported in 1911 by Miles Phillips. 

A limited number of cases of chorion- 
epithelioma of the Fallopian tube has been 
reported and records of cases in the 
literature numbered 42 when Pettit pub- 
lished a short review in 1941. From that 
time up to December 1947, 5 further cases 
had been reported according to the Index 
medicus (Faber, 1941; Kauffler, 1939, 
Matteau, 1946; Smith and Wertheissen, 
1941, Rust, 1939). 

The number of cases hitherto recorded, 
therefore, totals 47 but it seems probable 
that considerably more than this number 
have occurred. A case was encountered at 
the Newcastle General Hospital in April 
1949, and I think it was Mr. Gemmell who 
told me that a case was seen in Liverpool 
just before the recent war. It is not easy to 
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CHORIONEPITHELIOMA OF THE FALLOPIAN TUBE 


ascertain the incidence of chorionepithe- 
lioma as a whole, but 455 cases of chorion- 
epithelioma in all situations were collected 
from the literature by Pollossom and Violet 
(1913). The site of origin was as follows: 


Following uterme moles 203 44.0 per cent 
Following uterine abortion 135 30.0 per cent 
Following labour near term 99 622.0 per cent 
Following ectopic pregnancy 12 2.6 per cent 
Doubtful 6 1.3 per cent 


Schumann in 1921 computed the inci- 
dence of ectopic pregfiancy as 1 in 300. If 
this is so, then of 455 cases of chorion- 
epithelioma of all types one would expect 
I or 2 only to have occurred in the Fallo- 
pian tube, whereas, in fact, 12 occurred in 
this situation. It therefore, appears that 
chorionepithelioma of the Fallopian tube 
occurs about 8 times more often than one 
would expect. It is appreciated that the 
method ot calculation js rather a sweeping 
one, but I think the inference is reasonable 
and this is the first point that I wish to 
make. 

Another point of interest in regard to 
chorionepithelioma of the Fallopian tube is 
that it seems to occur much more often than 
hydatiditorm degeneration in the same 
situation. Pettit (1941) and Chalmers (1948) 
have both observed that the number of 
cases of chorionepithelioma of the Fallopian 
tube reported exceeds by about three times 
the number of cases of hydatidiform mole 
occurring in the tube. This suggests that 
there is some feature of the local environ- 
ment which favours the development of 
chorionepithelioma of the tube. Hendry 
(1935) has suggested that when pregnancy 
occurs in the tube the chorionic villi 
penetrate easily into the muscular layers, 
and we know that the tubal mucosa is not 
intended to receive and to support the 
developing embryo in the same way as the 
uterine endometrium. 
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We observe that the normal trophoblast 
is an invasive tissue. This property ensures 
the proper implantation of the ovum and 
its subsequent nutrition. In normal cir- 
cumstances this capacity is kept within 
limits sufficient for the needs of the embryo, 
and at the end of pregnancy the whole zone 
of invasion is cast off in the placenta. What 
the factors are which effect this restraint we 
do not know, but it has occurred to several 
workers, among whom the name of W. 
Blair Bell (1921) is well known to us, to 
suggest that the elucidation of this problem 
would throw considerable light on the prob-- 
lem of cancer as a whole. It is at least a 
possibility that the decidual cells are 
responsible either directly or indirectly for 
limiting the invasive activity of chorionic 
epithelium and, if this is so, then in a tubal 
pregnancy situated abnormally where 
decidual reaction is poor, we would expect 
chorionic proliferation to be less well con- 
trolled. This supposed limiting action of 
decidua is unlikely to be entirely local for 
we know that in normal pregnancy the 
trophoblast gains access to blood vessels 
and occasionally reaches the lungs. Hav- 
ing reached this situation it does not 
proliferate and disappears after delivery. 

I have tried to demonstrate that chorion- 
epithelioma is a relatively common sequela 
of tubal pregnancy and, although still 
undoubtedly rare, I think it probably 
occurs sufficiently often to justify making a 
routine Aschheim-Zondek test, at any rate 
at monthly intervals, for 6 months after the 
operative treatment of tubal gestation. I 
would also emphasize the importance of 
submitting material removed at operation 
for ectopic gestation to routine histological 
examination in every case. 

My gratitude is due to Mr. David Currie 
and to Mr. Linton Snaith for permission to 
refer to their cases and also to Dr. Norman 
Lissimore for much helpful criticism and 
advice. 
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THE FALLIBILITY OF RADIOLOGICAL DIAGNOSIS OF 

ERYTHROBLASTOSIS FOETALIS 
BY 

J. C. McCiure Browne, B.Sc., M.B., F.R.C.S., M.R.C.O.G. 


Department of Obstetrics and Gynaecology, Postgraduate Medical 


A RADIOGRAPH of the foetus in utero show- 
ing the Buddha position and a halo around 
the skull is usually accepted as diagnostic 
of erythroblastosis foetalis. These signs 
were first described by Hellman and Irving 
(1938). Javert (1942) laid special empha- 
sis on the value of the Buddha position. 
Ritvo, Shauffer and Krosnick (1949) claim 
that the signs enable a definite diagnosis of 
erythroblastosis foetalis to be made. 
Hartley (1948) however regards them with 
distrust. 

I, too, have sometimes found these signs 
to be misleading, and suggest that they be 
valued only together with all evidence of 
severe foetal daynage. 

The following cases illustrate this 
occasional fallibility of the radiological 
diagnosis of erythroblastosis : 

Case 1. A 4-gravida, aged 35 years, had her last 
menstrual period on 6th September, 1948. The 
estimated date of delivery was 13th June, 1949. 
In 1943 she had a normal delivery at term; the 
child is well. In 1944 she had a spontaneous mis- 
carriage at 14 weeks. In 1945 she had a normal 


delivery at term. There 


This child, too, is well 
is no history of blood transfusion. 

On 3rd June, 1949, at the 38th week, the patient 
was referred to me because of excessive abdominal 
girth and oedema of the legs. She was also suf 
fering from acute bronchitis and scabies, and was 
admitted to hospital 


clinical obstetric 


There appeared to be no 
abnormality except that abdo- 
minal palpation was difficult because of obesity, 
and the possibility of a twin pregnancy was con 
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sidered. The Wassermann reaction was negative, 
and the blood group A, Rhesus positive. The 
abdomen was X-rayed, the report being as follows : 
‘* Single foetus in vertex position, the spine lying 
to the right. The foetal position and the foetal 
girth, together with the halo sign, raise the possi 
bility of erythroblastosis foetalis.’’ (Fig. 1(a) and 
(b).) 

On 16th June, 1949, the woman went into labour 
and spontaneously gave birth to a healthy male 
child weighing 9 pounds 9 ounces (4,338 g.). There 
was no obvious oedema of the scalp and no ascites, 
nor was there any subsequent drop in weight to 
suggest the disappearance of an occult oedema 
Mother and 
child were discharged on 29th June, 1949, both in 
good health 

CASE 2 


The liver appeared normal in size. 


A 3-gravida, aged 25 years, had her last 
menstrual period on 23rd December, 1948. The 
estimated date of delivery was 30th September, 
1949. 

In 1944 she had a forceps delivery at term; the 
child is well 
delivery at 38 weeks of a stillborn, macerated, 
hydrocephalic infant 
then detected 


In 1948 she had a spontaneous 


No Rhesus antibodies were 
She had never had a blood trans 
fusion 

On 16th February, 1949 (8th week) the patient 
was booked at the antenatal clinic. There was no 
clinical abnormality. The Wassermann reaction 
was negative, and the blood group A, Rhesus nega- 
tive. Rhesus antibodies were present to a titre of 
1:1 (saline) and 1:256 (albumen). The pregnancy 
progressed normally. On 25th August (36th week) 
there was no clinical abnormality but the titre of 
antibodies was now nil 


(saline) and 1.1024 


(albumen). The husband's genotype was R,r 
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(CDe/cde). The woman was admitted to hospita! 
on 6th September, 1949, for surgical induction of 
labour before term 

On 7th September, 1949, radiography showed : 

A single foetus in vertex position: spine lymg 
partially to the left The halo sign is present 
around the foetal head and appearances are those 
(Fig. 2.) 

On 8th September artificial rupture of the mem 
branes was performed (the liquor amnii being noted 
to be clear), but labour did not begin, so on 1oth 
September (47 hours after induction) lower segment 
and a healthy male 


seen in erythroblastosis foetalis.’ 


Caesarean section was done, 
child delivered The Coombs Test was negative 
the child's blood group was Khesus negative, the 
cord haemoglobin 83 per cent (12.3 g.), and 
the haematocrit reading 48 per cent. Mother and 
child were discharged well on 24th September 


1949 


DISCUSSION 


These 


graphical appearances im utero typical of 
both were 


erythroblastosis foetalis, but 


normal at birth 


Most clinicians dealing with cases of 


two infants each showed radio- 
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erythroblastosis foetalis have learned to be 
extremely guarded in prognosis, as it is 
becoming evident that a low titre of anti- 
bodies in the serum may co-exist with a 
severe degree of affection of the child, and 
vice versa. Accordingly, there may be a 
greater tendency to turn to X-rays to help 
in the prognosis. It is therefore important 
to realize that this means of diagnosis, too, 
is fraught with uncertainty. 


SUMMARY. 

Two cases are described where the 
Buddha position and halo sign were demon- 
strated radiographically, but normal 
children were born. 
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Radiograph of Case 1 showmg large foetal abdomen with surrounding clear zone 


marked by arrows), and abduction of the flexed thighs 
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Radiograph of Case 2, showing round the foetal skull 
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PHOSPHATASE IN 


PREGNANCY 


BY 


GOVIND RaJ AMRITMAHAL, B.Sc. (Bombay), 
AND 
ANILA BANERJEE, M.B., B.S. (Cal.), 
All-India Institute of Hygiene and Public Health, Calcutta. 


PHOSPHATASE is an enzyme that is present 
in bone and ossifying cartilage. It is con- 
cerned with the formation of bone. 
Normally traces of this enzyme to the 
extent of 5 to 10 King-Armstrong units are 
present in plasma (King, 1946). In certain 
pathological conditions as in some types ot 
jaundice, bone diseases, etc., the enzyme 
appears in large quantities in blood. High 
values from 30 to 200 King-Armstrong 
units are recorded in advanced cases of 
rickets (King, 1946). Phosphatase in 
normal and pathological conditions has 
been studied by Lundsteen, Vermehren 
and Vermehren (1941) and the clinical 
significance of the estimation of the enzyme 
has been discussed by Nothmann (1944). 
The phosphatase content of blood at 
different stages of pregnancy has been deter- 
mined by Caderas de Kerleau and Cayla 
(1939). Its variation ‘n pregnancy was also 
observed by Quinto (1939) and Vermehren 
(1939). Ebbs and Scott (1940) have ob- 
served that, while the level of phosphatase 
in pregnant women is generally higher than 
that of normal women, it is more than 
double the average value when the woman 
is carrying twins. Ebbs, Tisdall and Scott 
(1941), studying the influence of prenatal 
diet on the mother and child, have observed 
that expectant mothers receiving vitamin D 
and an adequate diet are better able to pro- 
vide for new bone in the developing foetus, 
as shown by the reduction of phosphatase 
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in blood. Warkany (1943) has observed 
congenital skeletal malformation in 45 per 
cent of the offspring of female rats that were 
fed a rachitogenic diet—Steenbock and 
Black diet, supplemented by 2 per cent 
dried pig liver; addition of 60 U.S.P. units 
of viosterol prevented this malformation. 
No figures are available for the phospha- 
tase level in blood of pregnant women in 
India. It is now generally accepted that 
large sections of the Indian population live 
on diets which do not satisfy the optimum 
recommended by the Nutrition Advisory 
Committee of the Indian Research Fund 
Association. Dietary surveys carried out 
in different parts of the country bring out 
the fact that arnong other factors calcium 
deficiency is a prominent one and in many 
instances lack of vitamin D among pregnant 
women is not a rare feature. It was con- 
sidered that collection of data on blood 
phosphatase in pregnancy among Indian 
women would throw fresh light on the 
prevalence of sub-clinical vitamin D defi- 
ciency. In this paper results obtained 
among 99 pregnant women are discussed. 


EXPERIMENTAL. 

Blood was obtained from the women 
attending the several antenatal clinics of 
the Singur Health Centre (a rural area in 
West Bengal) and was sent to the Field 
Laboratory within 6 hours of drawing; the 
estimations were done almost immediately. 
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Period of 
pregnancy in weeks 


13 16 
{ women studied 5 il il 


> 
7.6 


10.5 


The 
into 


original plan was to divide the cases 
} groups, the 3 trimesters of pregnancy 
and the first 3 months after parturition; it 
also hoped it would be possible to 
follow up some of the cases in each of the 
4 Stages. Untortunately, due to the un- 
willingness of the women to come to the 
clinics until advanced in pregnancy, it was 
not possible to get any cases in the first 
trimester: and due to the reluctance of the 
villagers to give blood at frequent intervals 
it has not been possible to observe any 
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single woman more than once. In all there 
have been only 117 cases studied, including 
6 postnatal and 12 control—healthy, non- 
pregnant women of the same econom« 
status and social habits as the pregnant 
women--and the rest actual subjects. 
Information was collected under the follow- 
ing heads: Name. Age. Duration of 
present pregnancy. Number of previous 
pregnancies. History of any illness with 
special reference to jaundice and bone 
Dental history with special refer 
ence to caries, mottling of teeth and painful 
teeth. Diet and whether vitamin D supple- 
ments were administered. 

The enzyme was estimated by the micro- 
method of King (1946) using a Leitz colon 
meter The units of phosphatase expressed 


aches. 


herein are King-Armstrong units. 
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Class interv: 
units 


I requency 
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Taste I. 
Distribution of Subjects According to Period of Pregnancy 


17-20 21-2 


Frequency Distribution of Phosphatase Content of Blood of Pregnant Women 


25-28 29-32 33-36 37-38 Post-natal 
47 i2 27 3 6 
25-7 11.4 25-7 2.9 5-7 


RESULTS. 

For the study of the variation in phos 
phatase content of blood during preg- 
nancy, observation of the same woman at 
different periods of pregnancy would have 
been most desirable but, as already men- 
tioned, under actual conditions this was not 
practicable. Table I gives the distribution 
of subjects under study according to periods 
of pregnancy, at the time of observation. 

It is clear from the table that the obser- 
vations are not evenly distributed and that 
the majority of the subjects belonged to 
period over 6 months of pregnancy. The 
distribution of the phosphatase content of 
blood of the 99 pregnant women is given in 
Table II. 

The distribution is strikingly unsym- 
metrical and a large positive skewness is 
observable. The mode talls in the class 
interval 12-16. Table III gives the means 
and standard deviations of the phosphatase 
content, by period of pregnancy. 

It is seen from the table that the value of 
the phosphatase content increases regularly 
till the 36th week and thereafter an apparent 
decrease is noticed. Now, since the obser- 
vations in different periods are on different 
subjects, in order to find out whether there 
is a Significant variation in the phosphatase 
content, during pregnancy, apart from the 
variation due to individual differences, an 


/ 
d 
\ 
. 
- 
| 
456 12 16 20 24 258 32 ao 40 44 45 aa 


PHOSPHATASE IN PREGNANCY 


TABLE 


75 
III. 


Mean, Standard Deviation and Coefficient of. Variation of Phosphatase Content by Period of 
Pregnancy Compared Against the Control Group 


Period of 

pregnancy in weeks 
Mean phosphatase content 
Standard deviation 
Coethcient of variation 


13-16 
10.5 
3-2 
30.1 


17-20 
13-7 
8.5 
62.3 


145 
6.0 


41-4 


analysis of variance has been done and its 
results are embodied in Table IV. 


IV. 
Analysis of Variance to Test the Effect of Period of 
Pregnancy on the Phosphatase Content 


Mean 
square 


286 
40 


Source of Degrees of 
variation of treedom 


Sum of 
of square 
Between periods 6 
Within period 92 
Total 98 


1715 
5593 
7275 


Variation ratio equals 4.8, significant 


The analysis of variance established that, 
apart from the individual variation, there 
is a significant variation due to period of 
pregnancy. To ascertain whether this 
variation is a regular one increasing with 
the advance of pregnancy, we have fitted 
a straight line regression for the period 13th 
to 38th weeks of pregnancy for which only 
data is available and its equation is given 
by: 

y = 0.57% + 0.85 


where x is expressed in weeks and y is ex- 
pressed in King-Armstrong units. The 
significance of the regression is tested in 
Table V. 

V. 


Analysis of Variance to Test the Significance of 
Regression 


Variation 
between 
periods due to 


Mean 
Square 


Sum of 
squares 


Degrees of 
freedom 


Linear regression I 
Deviation from 
regression 4 


Total 5 


1391 1391 


324 
1715 


Variance ratio equals 17.2, significant. 


21-24 


Control 
10. 5 
38.5 


25-28 

16.7 
7-9 

47.1 


33-36 37-38 
23.2 19.0 

7.6 

32.8 


29-32 
18.2 
10.0 


54-7 


3.0 
15.5 


As already seen in Table III, the mean 
value for phosphatase content in blood of 
the control group is comparatively low. 
In the following table we have tested the 
means of each of the periods with the mean 
of the control group. 


Taste VI. 


Results of 't’ Test for the Various Perwds of 
Pregnancy with the Control Group 


Comparison between 
control group 
and the group 

belonging to period Value of ‘t Significance 

16 weeks 

20 

to 24 

to 28 21.87 

29 to 32. 14.11 

33 to 37.81 

37 to 35 19.37 


to 
to 


13 Significant 
17 
21 


25 


2.14 
9-57 
14.04 


13 to 38 10.70 

From Table V1 it is clear that, compared 
with the control group, each of the periods 
of pregnancy as well as the whole period, 
have significantly higher mean phosphatase 
content in blood. As already mentioned, 
the control group has been selected from 
the same economic and social status as that 
of the others and therefore we have sufh- 
cient evidence to conclude that the phos- 
phatase content increases during pregnancy 
to a considerable extent. The average 
values of the whole group of pregnant 
women of our study is 17.6 units and this 
shows an increase of 117 per cent from the 
average value for non pregnant women. 
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DISCUSSION, 

Several important points are brought to 
light in this study. There was no illness 
among the subjects studied, particularly 
jaundice or complaints of bone aches. The 
subjects were free from dental caries and 
none of them had previous medication with 
vitamin D. In the control group compris- 
ing 12 apparently healthy, young, non- 
pregnant women, the phosphatase content 
was 8.1 King-Armstrong units with a 
standard deviation of 10.5 and coefficient 
of variation 38.5. It was not possible to 
study carefully the phosphatase values in 
early pregnancy due to the paucity of cases. 
The greatest number of cases fall in the 
period 12 to 28 weeks of pregnancy. 

It is not easy to compare in quantitative 
terms the figures obtained by Caderas d« 
Kerleau and Cayla (1939), Vermehren 
(1939) and Lundsteen et al. (1939) with the 
results of the present study, because the 
units for phosphatase activity adopted by 
the above-quoted workers are different 
from King-Armstrong units. However, the 
trend of the changes in the enzyme activity 
is similar to the fluctuations observed by 
us. 


Durat) of 
pregnancy 
in months 


Phosphatase values 
(1) de Kerleau 
and Cayla 13.5 38 25.3 25.1 31.2 
(2) Vermehren 55.5 68.3 63.7 100.7 134.0 143.0 
(3) Present 
study 10.6 13.7 14-§ 16.7 18.2 23.2 
Since the values for phosphatase activity 
are not available in the study of Lundsteen 
et al. the histogram presented by them was 
studied and it is found to correspond with 


the trend in our study. This study con 


firms the findings of other workers quoted 
above, that there is a significant increase 


in the phosphatase content of blood in preg- 
nant women compared with controls. The 
increase in the enzyme content is progres- 
sive with the advance of pregnancy till 
the 36th week and thereafter a decrease is 
noticed. There are only 3 cases after the 
36th week in our present study and without 
observing a larger number of cases in this 
class we are not able to say whether this is 
significant or not. 

It will be seen that by the time pregnancy 
has advanced to 25 weeks the phosphatase 
content has doubled its normal value. It 
has also been shown (Table VI) that the 
increase in the enzyme content during the 
several periods of pregnancy up to the 36th 
week, compared with the control group, is 
significant. 

On theoretical considerations one would 
expect that in pregnancy the requirements 
of calcium and phosphorus are more than 
in healthy non-pregnant condition. The 
excessive amounts of these minerals are 
required for the formation of the bony 
tissues of the foetus and maintaining the 
nutritional health of the mother. Vitamin 
D is also required in increased amounts for 
the utilization of the minerals calcium and 
phosphorus and the deposition of bony 
tissue. As mentioned previously the diet 
of Indian women of the poorer classes lacks 
in calcium needs, even for the non-preg- 
nant women. The deficiency in vitamin 
D is clearly related to the ineffective 
attempts at proper calcification of the bones 
and excessive amounts of the enzyme phos- 
phatase can be expected to be present in 
blood. This has been confirmed in the 
present study. 

The changes in the phosphatase level 
manifest themselves long before gross 
changes are seen by the naked eye. Ap- 
parently healthy pregnant women who do 
not exhibit any marked skeletal changes 
or clinical signs, may yet be having calcium 
deficiency and vitamin D deficiency. It is 
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PHOSPHATASE IN PREGNANCY 


apparent that the phosphatase estimation 
in such cases will bring to light the sub- 
clinical deficiency in vitamin D. It is 
hoped to extend the present study and 
watch the effect of vitamin D administra- 
tion to pregnant women attending the 
clinic. 
SUMMARY. 

The phosphatase content of 99 pregnant 
women in different periods of pregnancy 
was compared with that of a control group 
of 12 non-pregnant women of the same 
socio-economic status. The pregnant 
women had a significantly higher amount 
of phosphatase content, with an average of 
17.6 King-Armstrong units against 8.1 


units of the control group, and the amount 
has been found to increase with advance 
of pregnancy up to the 36th week and there- 
after a slight drop was noticed. 


Our thanks are due to Professor K. 
Rajagopal and Professor M. Sen for their 


77 
kind encouragement. It is a pleasure to 
acknowledge our indebtedness to Mr. 
K. K. Mathan, who has been kind enough 
to carry out the statistical analysis in this 
study. 
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CHIARVS SYNDROME 
Report of a Case 


Puitir A. ASHKAR, M.D., 


Associate Professor of Obstetrics, American University, Beirut, Lebanon. 


Since Chian’s description of 

rk55, of amenorrhoea with persistent lacta 
following delivery, very few others 
have been described None of those 
reported by Sharp in 1935 had a subss 
Potter's patient (1944 
being 


thon 


quent pregnancy 
became pregnant again 
ipparently so unusual, the following report 
may be of interest 

\ 29-year-old woman, married tor 7 
s, had her first child after one year of 
nursed the intant for 1 
months after delivery she 
began to menstruate and had g normal 
monthly periods followed by amenorrhoe 
After weaning the child milk ied to 
iM ecreted by both breasts tor } years 
she consulted me, in June 1942 
a healthy, well-built woman 
hing 14 
il examination, blood and 


Veal 
marriage Shi 


month 


contin 


ifter which 
She wa 
5 feet 


inn hes in height, and we 


Phy 


rine und radiography of the sella 


turcK masal metaboli 


i were negative: the 
rate revealed a 


5. Pelvic examination 
small, well placed ind mobile uterus and 
no disease of the ippendages 
Cyclic therapy with oestrin and progestin 
was commenced and was followed by some 


vaginal bleeding which did not recur on 


discontinuation of treatment. Seen again 
2 years later, in May 1944, her condition 
was unchanged. Stimulation of the 
pituitary by X-rays was advised and she 
was given 3 exposures at weekly intervals: 
right, left temporal and _interocular 
portals each 84 r. The total amounted to 
52 1r.; factors were 155 kv., 4 ma., I mm., 
u filter. 

She was seen again in March 1946, say- 
ing that she had had 4 monthly periods, the 
last about 3 months before. No milk could 
be expressed from the breasts. The uterus 
was softened and enlarged to the size of 
ibout 10 weeks’ pregnancy, the Friedman 
The woman was 


( 


test w positive. 
normally delivered of a boy in Se ple mber 

[his is the second « ise, as far as I know, 
with Chiari’s syndrome in which there has 
been a subsequent pregnancy. 
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AN UNUSUAL CASE OF PYOMETRA 
BY 
James McD. Corston, M.B., M.R.C.O.G., 


Assistant Obstetrician and Gynaecologist, Royal Berkshire Hospital, 
Reading. 


walls and the uterus was retroverted, 


UNTIL about 30 years ago chronic endo- 
metritis was supposedly a common con- 
dition. Such a diagnosis is relatively rare 
in present-day gynaecology. The reason 
for this is easily understood in the light 
of modern knowledge of the relation 
between ovarian function and _ uterine 
bleeding with the casting off of the super- 
ficial layers of the endometrium which 
takes place at cach menstrual period. 

Postmenopausal chronic endometritis, 
however, is not so uncommon. The 
following is one such case with resultant 
pyometra, but the causative factor was 
presumably present for 3 years premeno- 
pausally when the woman was having 
regular monthly menstruation. It was not 
until the menopause had been established 
tor 18 months with consequent absence 
of the monthly shedding of the superficial 
layers of the endometrium that the symp- 
toms of pyometra appeared. 


Case Recorp 

The patient was aged 53 and had had 8 preg 
nancies. She was first seen as an outpatient at the 
Royal Berkshire Hospital in March 1947 

The menopause had occurred 2 years previously 
and she was quite free of discharge or blood loss until 
f months before attending the outpatient depart 
ment, when she began to havea yellowish offensiv:« 


h was occasionally blood-stained 


had had * 
monthly intervals for the past few months and had 


discharge whi 


She stated that she feverish attacks "’ at 


been losing weight 


She was in healthy woman 


of the 


apparently 


Vaginal examination showed some laxity 


vaginal 
bulky and not very mobile. There were 2 polypi 
protruding irom the cervical canal. 

She was admitted to hospital 2 weeks later for 
diagnostic curettage and removal of polypi. When 
offensive 
rhe 


polypi were removed but curettage was not per 


the cervix was dilated a thick, creamy, 


discharge escaped from the uterine cavity. 


formed 

Swabs of the pus showed blood, pus and moderate 
numbers of Gram positive cocci and bacilli, but 
the culture was sterile after 24 hours incubation 
Section of the polypi showed them to be benign and 
mucous 

The patient felt very well and was discharged 

She was referred back to hospital a year later, 
m March 


symptoms 4 weeks previously. On 


1948, complaining of a recurrence of 
exammation 
another polypus was seen in the endocervix and the 
findings were as before 

rhe following week a curettage was performed 


Foul 


and the endometrial biopsy 


melling pus escaped from the uterine cavity 
ippeared to be thick 
and highly suspicious of carcinoma Histological 
section showed organizing inflammatory exudats 
In view of the clinical findings carcinoma of the 
body of the uterus was the provisional diagnosis and 
1 total hysterectomy, after preliminary suture of 
the cervix, was performed 

When the uterus was opened post-operatively 
6 small bones were seen lying free in the uterine 
cavity (Fig. 1) and the endometrium appeared to 
be reddened and necrotic in patches 
The Pathological report was as follows 
April roth, 1948 
Section. Received uterus opened. Bones in situ 


uterine wall fibrosed, endometrium red and in 


ted 


On histological examimation the uterus is seen 
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to be lined by granulation tissue with only occ; 


acim: present in the inflammatory 


sional gl ind 


tissue (Fig 
As far as I 


to correspond with the limb bones of a human 


can estimate the bones would appear 


foetus of about 5 months’ gestation 

The patient made a good recovery and 
was discharged home 3 weeks after opera- 
thon 

I submitted the bones to the Department 
of Anatomy, University of Oxford, and 
Dr. Rk. G. Harrison confirmed the fact that 
they were bones of a human foetus at about 
the roth week of development and consisted 
of 2 tibiae, a fibula and 3 ribs. 

On going into the patient's history more 
fully, it appeared she had a miscarriage 
when 3 or 4 months pregnant, 3 years 
before the menopause. At that time she 
passed what she thought was a complete 


ibortion, but the products had not been 


examined by a doctor. She had regular 
monthly periods following this abortion for 
more than 2 years until the sudden onset of 
the menopause at the age of 50. 


SUMMARY. 

An unusual case of postmenopausal 
pyometra resulting from the retention in 
utero of toetal bones, presumably for 6 
years, is presented. 


My thanks are due to Dr. John Mills, 
Pathologist to the Royal Berkshire Hos- 
pital, for the pathological reports; Dr. 
R. G. Harrison of the Department of 
Anatomy, University of Oxford, for 
identification of the foetal bones; Mr. 
Forder, senior radiographer, Royal 
Berkshire Hospital for the photograph; 
Mr. MacDougall, technician, Nuffield 
Department of Obstetrics and Gynae- 
cology, Oxford, for the photomicrograph. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


A meeting of the Council was held in the College House on Saturday, 
28th January, 1950, with the President, Professor Hilda Lloyd, in the Chair. 


William Wellesley Wilson, Hobart, Tasmania, was admitted to the 
Fellowship of the College. 


The tollowing were elected to the Membership of the College : 


John Alexander Bentham 
Donald Wilson Briggs 

Harvey McKay Carey 

Florence Joan Gordon Chouler 
Robert Crawford 

Reginald Cutts 

Thomas Dean 

Morris Seymour Ellensweig 
Harry Johnson Fisher 
Elizabeth Mary Harper 
William Farquharson Harper 
John Smallshaw Hesketh 
Pullat Kalyanikutty 

Sarah Macaskill 

Arthur Stuart Majury 

Arthur Thomas Marshall 

John David Martin 

John Gordon Napier 

Francis Paton Pigott 

John Henry McKnight Pinkerton 
Christiaan Chrysostomus Pretoriu 
Sangarapillai Rajanayagam 
Thomas Mervyn Roulston 
Stephen Alfred Scorer 

Abdel Himmat Abou Shabanah 
Aroon Chandra Sinha 

William Angus Souter 
Alexander Starritt 

George Winchester 
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REPORTS OF SOCIETIES 


EDINBURGH OBSTETRICAL SOCIE rv seldom narrowed sufficiently to prevent delivery 


witl rceps 
At a meeting of the Edinburgh Obstetrical ith forcep 
Glasgow had become notorious for the inc idence 


Society on Wednesday, 14th December, 1949, with 
\ John Sturr of flat pelvis, partic ularly associated with rickets, 
Me nien «tor onn OcK, 3 
the incidence of rickets had 


but fortunately 
RK A. Lennie (Glasgow read a 


steadily declined during the past 
now seen, In ‘' flat 


rote 
20 yea©rs 


paper of 
occasional extreme cases were 
: the difficulty would occur at the pelvn 


(esti Dirricutt LABOUR 
i Professor Lennie referred to the relative 


the use of difficulties of posterior and anterior parietal presen 


Professor Lennie condemned 
ot 


imiparous patients tation and demonstrated a clinical metho 


Elective 


er performed an Caesarean section was unjustifiable All patients 
trial labour "’ and in this way 


vdimitted that probably justified correcting the former variety 


tance Hie nev 

regards the perineum as a wist should be given a 

many unnecessary Caesarean sections would be 


of nature. 
In cases of breech presentation external 


ne of the most difficult problems met with in ivoided 
the occipito-posterior position of the version should be performed Professor Lennie 


obstetrics wa 
ed the prospects of vaginal delivery in 


early rupture of membranes then outlin 
terms of degree of flattening and justified his con 


‘t stage and sometime an 
by reference to statistics of Glasgow Re 


Caesarean se clu 
Maternity Hospital for 1946. Tables were dem 

vatience trated to show the high incidence of spontanec 

was show by 

is not vet incidence of child wastage relative to the greater 


sections performed within 


in contracted pelvis and the gr 


Ss 
Cervix number of Caesarean 
rious units of the hospi 
The management of labour in face, brow and 
ilder presentation was then discussed. A brow 
entation in the majority of cases wa un 
for Caesarean section if the present 
been diagnosed before vaginal attempt 
rv had been made Following internal 
r shoulder presentation it was the duty 


tetrician to explore - uterus manually 


le rupture 
lusion Professor Lennie referred to th: 
ndency nC irean section as 

ot ing with obstetric difficulties. 
tendency appeared to be increasing year bv 
ie looked forward to the 

ction would be relegated to 


tetrics 


in certamm circu 
i 
rovi 
On 
and delay in the h 
i} 
had been ited for such 
Le noretlert to idopt ap 
time and m rphia When a 
| f exh istion at ad the 
fully clhiilated unual dilatation of the i 
hould | out in preference to 
| irt of good obstetrics 
‘ i fer is naturales it there 
reason ‘ fa gool end-result for 
ntracted pelvis Professor 
+} ed for ewins xX ray pe il 
t pect ind pointed out that : 
t was essentially a clinical of t 
problem In these uses the secret of successful to ex f 
t t was a patience, time and judiciou Ir pres 
tract In t itients it should be Thi 
i that narrowing of the public arch vear ne 
‘ t_ if the vertex had descended past Lay 
the | the pubic arch was its proper place in 
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Bloedstolling 
By Derk van VEEN 


Thrombosedreiging en Throm 


bose.”’ Van Gorcum & 


Co., N.V 


208 pp 

In this monograph the author rightly stresses that 
the normal fluidity of blood depends upon a pre 
dominance of factors in the plasma which prevent 
coagulation over those which hasten the process 
The 


the anti-coagulative factors 


is held to be a measure of 
The 


’, on the other hand, gives a measure of the 


heparin time 
prothrombin 
index 

coagulative factors '’ and ts considered to be a 
less valuable estimation. 

The ‘* heparin time was Only slightly altered 
in normal childbirth. In abnormal cases, however, 
it was often found to be lowered; the shortest times 
were obtained in cases where the placenta had been 
removed manually. The changes in the “' heparin 
time "' after patients had been submitted to gynae 
cological operations were variable 

In 7 out of 8 patients developing thrombosis after 
childbirth the ‘‘ heparin time "’ was shortened, but 
the fact that a markedly reduced ‘* heparin time 
was not always associated with climical evidence of 
thrombosis limits the value of this estimation as a 
clinical test. This emphasizes once more that a 
general increase in the coagulability of the blood, 


if it occurs, is only one of the factors concerned im 


the pathogenesis of venous thrombosis 


Atlas of Mahfo 
logical Museum,’’ by 
ind II 
John Sherratt and Son, England 
THe 
} 


be envied for what must be an unique possession 


Obstetric and Gynaeco 


Nacum Manrovz 


s 
Volumes I Set of 3 volumes /9 9s. od 
1949 


iculty of Medicine of Cairo University are te 


in the collection of obstetrical and gynaecological 
specimens here catalogued 
Certainly no occidental university could, in a 
lifetime, hope to amass such material by the united 
efforts of its alumni, and the Egyptian collection 
of over 1,300 mounted and countless unmounted 
specimens represents the experience of one man 
alone in the practice of his specialty! The reviewer 


BOOK REVIEWS 


gathers, as well, that the munificent donor of the 
collection has personally borne the cost of the 
production of this catalogue. In such a case, one 
is reviewing a life work which has been a labour 
the 
Mahfouz 


title-page that he has received already most of the 


ot love for distinguished author, Naguib 


Pacha It is pleasant to see from the 


honours that the medical world can bestow upon 
its citizens 


Ihe catalogue, or rather, atlas, consists of full- 
page drawings, paintings or photographs of speci 
mens with sometimes a short description in 
seven languages (English, Arabic, French, German, 
Italian, Russian, Spanish) 


and, prefacmg each 


series, a few pages describing the pathological 


inatomy of the parts concerned. Of subjects in 


which the author is especially interested he has 
given the clinical features, the history and the 
operative procedures he has adopted, and for these 


ind the prefaces he has used English. 
the 


editing and production rather than the authorship 
It seems to the reviewer that recent advances in the 


Criticism, if any, must be levelled at 


art of reproducing colour-plates have not been fully 
employed; the colours are often untrue and crude 
and the definition poor. This is especially so in the 
reproduction of paintings of microscopic sections 
rhere it i a pity that microphotography instead 
was not more often used 


iimirable intention to make the work 
multilingual sometimes results in bathos, as, for 


Apvain, the 


instance, when a whole page of legend facing an 
illustration is devoted to setting out the eventually 
fact that ‘ Placenta 
in ‘‘ English,’’ ‘‘ French,’’ ‘ 

and 


undoubtable praevia mem- 


branacea 
Italian,’’ 


praevia 


German,"’ 
Placenta 


! And this happens over 


Spantsh reads 
membranacea "’ 


and over again 


the two volumes in the reviewer's 


a wonderful testimony to the true 


However, 
hands are 
devotion to his science and art of a world-famous 
gynaecologist, and his country and his University 
are hereby rendered ever more deeply in his debt. 
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By J]. M. Munro Kerr 
Fifth edition; pp. 945 


Operative Obstetrics 
and J. CHassak Morr 
with 490 illustrations, price 3 gns.) London 
Baillidre, Tindall and Cox 
furs book has lost nothing of its great authority 
with its present composite authorship The junior 
collaborator is known for his interest in most 
recent advances in his specialty while the immense 
weight of the experience of Professor Munro Kerr, 
experience gained over the half-century which saw 
obstetrics move with and contribute to the modern 
practice of medicine and surgery, remains to give 
the book its extraordinary value 
Part of this value lies in the careful descrmption 
of almost every factor that could operate or should 
be considered in every possible deviation from 
eutocia. That is, the authors teach assessment, 
detailed and elaborate, not only in diagnosis but 
in treatment, so that the best possible remedy be 
applied to the appropriate malady. And each of 
the remedies is fully described and illustrated 
Always the stress is put, as it should be, on the 
prevention of dystocia; the foreseeing of possible 
complications when suspicion 1s aroused in the 
antenatal period, the engagement of skilled and 
experienced obstetric aid in gor d time Thus, the 
chapters on pelvic and cephalic mensuration are 
among the most full and informative in the book 
However, one point of criticism must be raised 
On p. 486, after a discussion of the relative merits 
of * pelvi und =‘ cephalic ipplication of the 
obstetric forceps, the authors comme ndably quote 
ind endorse Smell ulvocacy of the cephalic 
They must know that the ‘ pelvic 


British | method 


appli ition 
ipphlication illed abroad the 
Yet, the 


pukes i pelvi 


illustrations on the following 

ipplication 

Granted text postulates Head Low in 

to the reviewer that the 

the idea that the 

their obstetric 

detail a method 

Again, 

nerally pproving th orsal position for 

delivery depicting the 

preventio inaeum show the 
patient in th | 

The section « mmour gnan is most 

balanced and comprehensi, he reviewer cannot 

recollect having seen it done better in similar 


books 


A little carelessness here and there in proof- 
reading should be remedied in future reprints, but 
in all the book has a most pleasing layout and is 
1 credit to British publishing 

Textbook of Midwifery By R. W. JoHNSTONE 

(Fourteenth edition; pp. 574, illustrations 294, 

price 30s. Revised in collaboration with R. J 

Kellar.) A. C. Black, Ltd 
re publication of the fourteenth edition of this 
book only a year alter the previous one 1s a good 
indication of its popularity, and the choice of the 
new co-editor will ensure that the character of 
this work will be maintained. Many additions 
have been made to keep pace with modern trends 
in obstetrics, though the balance of the book has 
been very well preserved 

The section on clinical assessment of the pelvis 
has been noticeably expanded and improved, and 
is especially well illustrated, and reminds us of 
the value of such examination in these days when 
the place of radiology tends perhaps to be over 
emphasised 

In the section on operative obstetrics it 1s 
interesting to note that axis traction is mentioned 
as but rarely necessary, denoting a trend which 
has become increasingly marked in the last few 
years The rhesus factor has received consider- 
ible note in this edition, which gives perhaps too 
much emphasis to a comparatively rare condition, 
but this is understandable at a time when the 
work Is so new 

Ihe section on venous thrombosis is excellent, 
giving a well-balanced exposition of a condition 
which has received overtreatment recently in 
some countnes 

The book retains its traditional appearance and 
s slightly bigger than before. The paper is more 

that of the earlier editions and has none 

gloss that tries the eyes in artificial light 
fessor Johnstone and, might we say, his pupil 

be congratulated on their success, for this 
continues to be a credit to Scottish and to 


British obstetrics 


Ana gesi By R ] 


R.C.P. and S. Eng 


MINNITT, 
M.B DA (Fourth 
edition; pp. vii and 86, 22 illustrations, price 5s.) 
London: Bailliere, Tindall and Cox 

fourth edition of Minnitt’s ‘‘Gas and Air 


Analgesia produced a little more than two years 
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after the third edition, maintains its previous high 
standard and it is an excellent presentation of the 
The author 
emphasizes that successful analgesia demands on 


tundamentals of obstetric analgesia 
the part of the midwife great care in her approach 
to the patient. Emphasis is laid on the psycho- 
logical management of the antenatal period, and 
he recommends that during the last three months 
of pregnancy, tuitton and practical instruction 
should be given to the patient to prevent fear, 
diminish tension and relieve pain 

There are additional illustrations of newer types 


of gas and air machines, all suitable for use by 


midwives 
This 
those who are concerned in the management of 


small volume is a sound handbook for 
the normal delivery, and a satisfactory guide for 
anyone giving routine lectures on ‘‘ Gas and Air ’ 


to pupil midwives 


A Synopsis of Obstetrics and Gynaecology.” 
By Aceck W. Bourne, M.A., M.B., B.Ch., 
FRCS. (Tenth Revised edition; pp. 530. 
illustrations 167, price John Wright and 
Sons Ltd 

Tue book presents the practical points of Obstetrics 


218.) 


and Gynaecology in a form which provides the 


student with a ready reference and compre- 


hensive review. While the material is presented 
in a synopsized form with frequent tabulation of 
the been 


included to a degree which makes the presentation 


essential points, pertinent detail has 


most complete. For the sake of brevity, discussion 
on controversial points has been omitted but the 
author has given generally accepted views and 
Not only 
but 


obstetrical manoeuvres are presented in a tabulated 


methods in a clear and concise manner 
are standard obstetrical principles outlined 
form and in a good number of instances are sup 
ported with helpful diagrams and sketches 

The part of the book devoted to gynaecology 
The 
opening chapter deals with the anatomy of the 
with the 
congenital abnormalities 


covers all the important topics in this field 


clinical 
The 
chapter on hormones, menstruation, puberty and 


genital tract emphasis on 


importance of 


the menopause presents in poor detail the present 
day views on these subjects, although the chapter 
on dysmenorrhoea deals at some length with the 
theories of causation, clinical features and treat- 
ment of the different types. The essential points 
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tor a rapid review of the standard teachings regard 
ing fibromyomata and malignant growths of the 
uterus are presented in a concise but comprehensive 
manner, 

The book has always been popular with students 
This edition, which has been 
revised to incorporate recent advances in know- 


and practitioners 
ledge is assured of continued popularity. 


and Social 
(Pp. 93. 


Stillbirths. 
Significance."’ 


Their Epidemiology 
By IAN SUTHERLAND 
price 7s. 6d.) Oxford University Press. 

Tue author gives an admirably clear account of 

the epidemiology of stillbirths. He draws attention 

to the marked variations of the stillbirth-rate in 
this country from district to district and between 
different social classes, if due allowance is made 
for the effect of age and parity. Even in the more 
favoured areas the rate is considerably higher than 
that for Denmark, New Zealand, 
countries which use the same criteria as we do in 


Holland or 


classifving children as stillborn. 

Then, using multiple regression equations, Dr. 
Sutherland has attempted to account for the 
different rates in various urban and rural areas by 
finding associations between the stillbirth-rate and 
various socio-economic indices. He finds a positive 
association with the number of men unemployed 
in the area and also with the number of men in 
poorly paid occupations, but that these associa 
tions are not enough to account for the variations 
between areas. There was no association with an 
index of overcrowding. Further he finds a negative 
association with the numbers of mothers delivered 
in institutions in the area and suggests that this 
might account for some of the remaining varia- 
tions. 

The limitations of the method are clear to the 
author. A positive association does not necessarily 
There are many 
different causes of stillbirth and any method which 
takes all stillbirths together may well miss real 
between particular factors and 
individual causes of stillbirth 

While the investigation confirms the general 
association between social class and the stillbirth- 
rate shown by the Registrar General's figures 
‘‘ Maternity in Great Britain ’’ (1948), 
it does not tell us much more about the factors 
responsible for this association. As Dr. Sutherland 
rightly concludes, we need a better understanding 


imply a causative connection 


associations 
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of the immediate stillbirth, and field 
studies of particular social factors in relation to 
the incidence of still 


birth 


causes of 


each individual variety of 
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Adenocarcinom des Collum 
Adenocarcinoma)."" By 
LimeerG and Dr 
D™M. 6 8o 


1949 


Kiaus THomsen. (87 
price Georg Thieme Verlag, 
wirvey of the literature on the 
which unfortunately is far from complete, 
the author 


current 


discuss their own 65 cases of cervical 
adenc which were 
1947. They 
into three histological groups, viz 

Differentiated 


ircinoma studied during the 


years 1919 to divide their material 


and semi-differentiated 


forms (34 Cases) 


(z) Undifferentiated forms (14 cases) 
(3) Special forms (12 cases) 

The histology of these tumours is admirably 
dealt but it regrettable that th« 


accompanying mi rophotographs are poorly repro 


with, seems 
duced and fail to show the details discussed in the 
text The chapter on diagnosis and differential 
diagnosis but the 


discussions of many problems is incomplete. No 


touches important questions, 


mention is made of adenocarcinoma complicating 
pregnancy and the differential diagnosis between 
simple hypertrophy of the 


cervical glands, as 


occurs in pregnancy 


omitted The 


and malignant growth has 


been chapter on treatment is 
nteresting and the percentage of cures compares 


well with experiences in this country 


This book represents an interesting study despit: 


its shortcomings and is well worth reading 
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REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 


it our disposal, The Review will, however, contain in addition abstracts and titles of 
articles which, though not of sufficient general interest ior publication in the monthly 


volumes published by the British Medical Association, are yet sufhic iently important for 


i specialist journal. It is to be hoped that our readers will collaborate in the preparation 
of these abstracts. Those who are willing to take part in the service are invited to 
communicate with the Editor, The Abstracting Service, B.M.A. House, Tavistock Square, 
London, W.C.1. There is special need of abstracters in foreign languages, and when offering 
his or her services the writer should indicate the language (apart from English) in which 
he or she is proficient. The name of the abstracter will be acknowledged in the text and 
payment will be made at the rate of ten shillings per abstract for English articles and 


twelve shillings and sixpence per abstract for articles from foreign languages 
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ANATOMY. 


Leonardo da Vinci's Gynaecological-anatomica! 
Studies and Their Importance for the Development of 


Descriptive Anatomy. Leonardo da Vincis gynak: 
logis h tor he tudien und ihre Bedeutung f 
die Ent whos er deskriptiven Anatomie 

By H.-W. Niesert. Zbl. Gyndk., 71, 742-752. 


1949 5 hgs., 13 reis 


2. Incidence of and Prognosis in Transverse Contrac- 
tion of the Pelvis. (lf requence et pronostic des bassin 
transversaicment retrecis.) 

By A. Brocurer, H. Laron, and H. Gaprier 
Rev. frang. Gynéc. Obstét., 44, 109-112, May 1949 

Ihe authors stress the obstetrical importance of 
the pelvis of which the antero-posterior diameter 


nor lor increased and the transverse diameter 
contracted, measuring 12 cm. or le The true 
ncidence of transverse pelvic contraction, which 
they believe to be greater than is generally stated 
wn ily be assessed by systematic pelvic radio 


‘raphy of all pregnant women This type of pe lvis 
should be distinguished from the generally con 
tracted pelvis with a relatively small transverse 
diameter here the obstetri 
particularly unfavourable 

The authors ibservations are based on 216 
pelvimetri tudies mace in the Maternity 
Department of the Croix-Rousse Hospital Lyons 
Of 1349 pathological pelves 


prognosis 1s 


22 examples (15 8 per 


cent) of transverse contraction were found The 
ncidence in a series of 5,951 patients was 0.35 per 
ent. In an analysis of the 139 abnormal pelves 
the tra rsel ontracted type was second in 


order of frequency, the simple flat pelvis being the 


most common (66 example By digital and 
radiological examination 86 per ent of their cases 
of transverse contraction were diagnosed before 
delivery, pelves with a diagonal conjugate of under 
zm, of true conjugate of under 11 cm. being 
excluded from the series. Recognition of transverse 
tract ’ portant because of the liability to 
toca Intervention was necessary in 360 per 
ent of case ibour was prolonged in 20 per cent 
ind pre nature rupture of the membranes occurred 
er cent. In oo per cent the foetal head was 

bile in the last month of pregnancy. There was 
one tillimrtt due te intracranial haemorrhage 
following forcey lelivery, and no maternal death 


William Love 


\ Simple Method of Roentgen Pelvimetry. 


By X-ray Tech., 21, 76-78 and 127, 
Sept. 1940. 4 ref 
Determination of Pelvic Capacity. Deter 
le la su f an 
By H. THoma R med. Cordoba. 37, 355 


368, Aug. 1949 5 hes s refs 


. A Basic Analysis of the Obstetric Pelvis by 
Roentgen Study. 


RNAL OF OBSTETRICS AND GYNAECOLOGY 


By W. Snow. Amer. J]. Obstet. Gynec., 58, 
752-757, Oct. 1949. 1 fig., 10 refs 


6. An Anatomically Clear and Functionally Correct 
Designation of the Oblique Diameters of the Pelvis. 
Uber die anatomisch eindeutige und funktionell rich 
tige Bezeichnung der schragen Durchmesser des 
Beckens.) 

By W. Pscuyremper. Zbl. Gynak., 71, 451 
454. 1949. 23 refs 


7. Histology of the Uterine Septum. (Fin Beitrag cur 
Histologie des Uterusseptum ) 

By E. Rirscuer Zbl. Gyndk., 71. 542-545 
1949. 5§ higs 


*. Functional Analogy of Some Structural Aspects 
of Human and Dog Endometrium. (Su!) analogie 
funzionale di alcuni aspetti strutturali dell’endo 
metrio umano e «di cagna.) 

By B. Tacuiaprerra. Riv, ital. Ginec., 32, 
334-348, Sept -Oct. 1949. 12 figs., 4 refs. 


9. Vascular Patterns in the Human Ovary. 

By B. Detson, S. Lusin, and S. R. M 
REYNOLDS. Amer. J]. Obstet. Gynec., $7, 842-853. 
May, 1949. 9 figs., 13 refs 

The patterns and distribution of the spiral 
arteries in human ovaries were studied in order to 
iscertain the extent to which the conditions 
observed in the rabbit apply to the human being 
Equally good casts were obtained by the injection 
of either the uterine or the ovarian arteries by 
means of an 18-gauge hypodermic needle with 
blunted tip. The opposite uterine or ovarian vessel 
was clamped. In infant and foetal specimens the 
lower aorta was injected To prevent premature 
hardening of the plastic, a small amount of acetone 
was injected first, then coloured vinyl acetate was 
injected rapidly. Fifteen minutes later the injected 


ovary was trimmed from the surrounding tissue 
ind placed in a corrosion bath containing 500 ml 


of water, 5 ml. of hydrochloric acid, and a quarter 
to half a teaspoonful of pepsin. The bath was 
incubated at 37° ¢ In 10 to 15 days the vascular 
casts were digested free of tissue and then washed 
Sixty sets of ovaries have been prepared in this 
way and studied 

The vascular system in the human ovary is more 
complex than that of the ralobit The tertiary 
branches anmsing from the secondary arterial 
branches showed the greatest spiralling. The 
functions of this spiral system in the ovary are: 
1) adaptation to ovarian growth, and (2) the 
reduction and regulation of blood pressure within 
the ovary. The less active the ovaries the less 
evident was the spiralling, depending on oestrogen 
ictivity. Injection of the ovarian veins showed 
that the veins of the ovary drain into a pampini- 
form plexus in the hilar area 

G. Gordon Lennon 
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PHYSIOLOGY. 


10. The Biological and Clinical Significance of the 
Early Onset of Menstruation, The Acceleration of 
Development of the Young in the Pre-war Era. (Die 
biologische und klinische Bedeutung des friihen 
Zur 
der Jugend in der Vorkriegszecit.) 

By K. Tietze. Z. Geburtsh. Gyndk., 130, 273 
292, 1949. 3 figs 

The author has made an extensive study of the 
biological and clinical significance of the early onset 
of menstruation in adolescence. He comes to the 
conclusion that the accelerated development of the 
young generation, shown by the advance of 
menarche from an average of 14.5 to 15 years at 
the beginning of the century to an average of 14 
years now, may almost be spoken of as an 
evolutionary phenomenon. The author thinks that 
it is of an endogenous character and that it varies 
exogenously. Clinical tests have failed to elicit any 
proof that early menarche—at least in so far as the 
functional efficiency of the female is concerned 
results in increased morbidity. Nor is there any 
good reason to consider the advance of menarche 
an unfavourable biological variant 

The results of accelerated development lie in a 
different sphere altogether. The period between 
the onset of puberty and the average age of 
marriage is prolonged; the sexual functions are 
active in girls hardly out of childhood, so that they 
are made to realise the facts of life and must adapt 
themselves to them often much sooner than is 
desirable. This may lead to far-reaching conse 
quences, and it is the task of the parents and of the 
educationists to give guidance. The entire problem 
of accelerated development of youth and all other 
problems connected with it demand attention, 
more especially in view of the significance of the 
accompanying circumstances, mainly of a psycho 
logical and sociological nature; they are thus out 
of the sphere of activity of the physician, who 
merely plays the part of an adviser to parents, 
educationists, and magistrates at juvenile courts 

1. Bierer. 


Menarchetermines Enwicklungsbeschleunigung 


tt. Types of Maturation in Girls in a Large Town 
in Central Germany. (Reifungstypen in der weiblichen 
Jugend einer Grossstadt in Mitteldeutschland. ) 

By H. Grimm. Zbl. Gyndk., 71, 935-963, 1949, 
10 figs., 12 refs 


12. Menstrual Variations in the Adolescent. 
By L.S. McGoocan. Neb. St. med. ]., 34, 362 
364, Oct. 1949. 1 ref 


13. Menstrual Changes. 
minology. 
strual 


Menstrual Graph and Ter- 
(Alteraciones Menstruales. Grafica Men- 
Terminologia. ) 

By P. Crespo. Ginec. Obstet. Mex., 4, 272-280, 
July-Aug. 1949. 5 figs., 10 refs 


89 


14. Uterine Vascular Changes in Menstruation and 
Pregnancy. 

By N. MclI. Facxrner and J. B. FLemMine 
J. med. Sei 


8 refs 


Irish 
, Oth ser., 730-749, Oct. 1949. 13 figs., 


15. Behaviour of Serum Cholinesterase During the 
Menstrual Cycle. III. (Il comportamento del potere 


colinesterasico del siero durante u ciclo mestruale. 
Nota IIT.) 


By L 
Sept.-Oct 


Nosit. 
1949 


Riv. ital. Ginec., 32, 323-333. 
2 figs., 11 refs. 


16. Changes in Breast Volume During the Menstrual 
Cycle in a Group of Normal Young Women. 

By H. InGctesy. Bull. int. Ass. med. Mus., No 
29, 87-92, April, 1940. 4 figs 


17. Temperature Measurement as a Simple Aid to 
Cycle Analysis. (Temperaturmessung als 
Hiltsmittel zur Zyklussanalyse. ) 

By K. Dorrtnc. Geburtsh. u. Frauenheilk., 9, 
757-763, Oct. 1949. § figs., 26 refs. 


einfaches 


1S. Progesterone Formation in the Menstrual Period 
and in Pregnancy. (Ueber die Progesteronbildung um 
7vklus und in der Schwangerschaft. ) 

By F. Horrmanw and L. v. Lam. 
70, 1177-1184, 1948. 1 fig., 12 refs. 

The authors describe a method of progesterone 
assay which is claimed to be 600 to 700 times more 
sensitive than the Clauberg test. A method of 
extraction is described, the extract containing the 
hormone being injected into the uterus of a rabbit 
after the daily administration of 20 i.u. of 
oestradiol benzoate for 6 days. An interval of 2 
days between the oestrogen therapy and 
progesterone injections was found necessary. 

The progesterone content of the corpus luteum 
at various times in the menstrual cycle was 
estimated. The hormone was already present on 
the 14th day of the cycle, though histological 
examination revealed only granulosa cells in the 
follicle. The hormone content rose till the 16th 
day and was maintained at the same level till the 
24th day of the cycle, when it started to fall 
steeply. However, a corpus luteum of the 34th day 
still contained a small amount of hormone. 

At the third modth of pregnancy the corpus 
luteurn contained a large amount of progesterone, 
while the placenta contained only a little. By the 
fifth month, the content in corpus luteum had 
started to fall but that in the placenta showed a 
marked rise, so that the amounts produced by each 
were about equal. At term the corpus luteum was 
almost free of progesterone, but the placental 
content had increased 50-fold. It is also recorded 
that the foetal adrenal glands at term contained a 
considerable amount of progesterone. 


W. P. Hirsch 


iy Cervical Mucus: Cyclic Variations and Their 
Clinical Significance. 


Zbl. Gynik., 


| 


By L. B. Smerries. Obstet. gynec. Surv, 4, 
614-624, Oct. 1949. Bibliography 


20. Behaviour of the Vagina during the Menstrual 
Cycle and after Local Hormone Treatment. (Das 
Verhalten der Scheide wahrend des Zyklus und nach 
ortlicher Hlormonbehandlung 

By K. W.) Senuttze and E. Zbl 
Gyndk., 70, 1189-1195, 1948. 2 figs., 22 refs 

The authors took vaginal and endometrial biopsy 
specimens from 41 normally menstruating women 
The vaginal specimens were taken from identical 
areas after the patients had been in hospital for a 
few days. In addition, specimens were taken from 


1s women with hormonal disturbances It is 
painted out that the vaginal epithelium is found 
to vary in different parts f the same vagina when 


biopsies are taken simultaneously. No correlation 
between ippearances of vaginal and endometrial 
pecimens could be found in either group of 
patient and the cyclical changes described by 
Diercks (Arch. Gynak., 130, 46, 1927) could not 
be demonstrated It is pointed out that the 
hormonal changes during the menstrual cycle are 
probably too small to cause any changes in the 
vaginal epithelium 

Changes could be demonstrated in pregnancy or 
when oestrogens had been applied locally to the 
senile vagina. In both instances the amounts of 
oestrogens involved were far in excess of those 
present during the menstrual cyck 


W. P. Hirsch 


Cyclical Changes in Endometrial Vessels. (Dix 
zvkhachen Veranderungen der Endometriumgetasse 


ty K.-G. Oper, Geburtsh. u. Frauenheilk., 9, 
740-757, Oct. 1949. 16 figs., bibhography 


22. The Significance of the Thyroid for the Normal 


Course of the Ovarian Cycle. (Die Bedeutung der 
Schilddruse fur den normalen Ablauf des ovanellen 
7vklus 


By H. Hussein, Wein. Wschr., 61, 597 


foo, Sept. 16, 1949. 25 rets 


24. Influence of Thyrotoxicosis on Menstruation. 
In English 
By Gynaecologia, Basel, 128, 


237-247, Oct. 1949. 2 hgs., 3 refs 


24. Dependence of Light Sensitivity on Ovarian 
Activity. (Die Abbangigkeit der Lichtemptindlichkeit 


von der Tatigkeit ce 
By B. Mansrer Z. Geburtsh. Gyndik., 2 
170, 1 ty Inbhography 


, Conception after Rape as a Contribution to the 
Questions of Dates of Ovulation and Conception. 
Notzucht eptione: Beitrag zur Frage 


By G. ScuArer. Gyndk , 71, 969-971, 1949 
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26 Results of Examination in 732 Cases of Rape. 
Untersuchungsergebnisse an 732 Vergewaltigungen 
By P. Scurank and K.-H. Kocu. Z. Geburtsh 
Gynak., 130, 200-213, 1949. § figs., 26 refs 
Of 732 cases of alleged rape studied at the 
Obstetnecal-Gynaecological Clinic of Heidelberg 
University, 81.5 per cent occurred in 1945, 18 per 
cent in 1946, and o.5 per cent during the first 16 
weeks of 1947. The age of the victims varied from 
12 to 52 years. Four of them were menopausal and 
were already pregnant at the time of the act 
In 469 cases conception was alleged to be the result 
of the violation, 242 women having becom 


pregnant for the first time. In 146 cases the 
pregnancy was terminated for ‘‘ ethical reasons "’ 
In 73 cases, amenorrhoea (‘‘ fright-amenorrhoea 


not due to pregnancy resulted 

Of the pregnant women 284 were able to supply 
exact cycles details of their menstrual cycles and 
the date of cohabitation. Of these, 214 menstruated 
it fairly regular intervals of 26 to 30 days, and 
103 of these conceived within the Knaus-Ogino 

optimum period '’, 46 during the postmenstrual 
period, and 65 during the premenstrual period 

Linzenmeier (Zbl. Gyndk., 69, 1108, 1947 
studied a similar though smaller series at Karlsruhe 
ind found that out of 48 women with regular 
y-weekly periods, 23 conceived during thr 
postmenstruum, 25 during the intermenstruum, 
corresponding to the ‘‘ optimum period "’, and not 
one during the premenstruum. In none of the 
women who did not conceive as a result of the 
enforced cohabitation had the act taken place 
during the optimum period N. Alders 


2). Intermenstrual Pain (The ** Mittelschmerz *’) 
and Time of Ovulation. 

By P. L. Kroun. Brit. med. J., 1, 803-805, 
May 7. 1949. 2 figs., 5 refs 

In a woman aged 28, who had suffered from 
Mittelschmerz for at least 7 years, the menstrual 
ycles were studied from April 1944, until 
November 1948. It was found that the pain 
occurred regularly 13 days before the onset of 
menstruation, even when the cycle was prolonged; 
it was felt twice as often on the right side as on 
the left side. As soon as she wished to become 
pregnant, intercourse on the day of pain was 
successful. No further pain of this type was noted 
until 3 weeks after the end of lactation. Menstrua 
tion and Mittelschmerz have continued regularly 
since then lor over 4% years 

Since fluctuations in the basal body temperaturs 
ire now widely used to indicate the time of 
ovulation, this woman kept a chart of her oral 
temperature on waking during 13 cycles. These 
harts conformed in general to the usually accepted 
pattern but curves were not always so clear-cut as 
night have been expected However, an in 
lependent observer asked to indicate the day of 
ovulation from these charts was usually correct and 
the error never amounted to more than one day. 
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The causation of Mittelschmers is discussed but, 
as the author states, the cause of the pain is still 
obscure. He suggests, however, that if a woman 
experiences mid-cyclic pain it gives a closer indica- 
tion of the time of ovulation than any other sign, 
and stresses the importance of enquiring about this 
symptom in a fertility clinic. Doreen Daley 


28. On the Validity of the Hyperemia Method for 
Determining Ovulation Time in Women. 

By L. Levin, C. L. Buxton, and E. T. ENGLE. 
Amer. ]. Obstet. Gynec., 58, 795-798, Oct. 1949. 
1 fig., 10 refs 


29. Investigations into the Uterine Mucosa. VII. 
The Pathology of Preovulatory Haemorrhage. [In 
English 


By B. Fatconer. Acta obstet, gynec. scand., 


29, 210-222, 1949. 3 figs., 21 refs. 


PREGNANCY. 
Normal. 
40. Psychiatry in Relation to Obstetrics. 
By L. J. THomrson. J. med. Soc. New Jersey, 
46, 427 429, Sept. 1949 


31. Psychosomatic Orientations in Obstetrics and 
Gynecology.) 
By D.M 
970, Oct 


PALMER 
1949. 9 refs. 


Ohio St. med, ]., 45, 965- 


32. Permanent Changes in the Uterine Vessels, 
Occurring During Pregnancy, Labour, and the Puer- 
perium. (De blijvende veranderingen van de uterus 
gedurende de zwangerschap, de 
baring en het puerperium.) 

By A. M. Conen. Ned. Tijdschr. Verlosk., §, 
341-3095, 1949. 


vaten, optredende 


33. Reproduction in the Older Woman. 
By L. A. Cacxins. J. Amer. med. Ass., 141, 
635-038, Nov. 5, 1949 


34. The Pattern of Uterine Growth During Pregnancy 
in Monkeys as Shown in an X-ray Study. 

By E. C. Gittespre, E. M. Ramsey, and S. R. 
M. Reynoips. Amer. J]. Obstet. Gynec., 58, 758 
764, Oct. 1949. § figs., 15 refs. 


35. Capillary Permeability, Serum Proteins and 
Haematocrit Values in Normal Pregnancy. [In 
English. | 

By F. E. SzontaGuH. Gynaecologia, Basel, 127, 
240-247, Apr. 1949. Bibliography. 

Landis’s procedure for estimating capillary per- 
meability consists of compression of the arm at 
40 mm. Hg for 30 minutes and then estimation of 
venous fluid loss per 100 ml. by measurement of 
haematocrit value and plasma protein content of 
venous blood. Normally, under these conditions, 
only 3 to 4 ml. of blood per too ml. escapes into 


gI 


the tissues and it is protein free. The authors 
applied this method to a series of cases in the three 
trimesters of pregnancy. They found that capillary 
permeability increases as pregnancy proceeds, fluid 
loss per roo ml. increasing to 10 ml, and protein 
content up to 3 g. per 100 ml. In two cases of 
pregnancy toxaemia and one of eclampsia, fluid 
loss reached 16 ml. and the protein content ap- 
proximated to that of the serum. This indicates 
that increased capillary permeability plays some 
part in the aetiology of pregnancy toxaemia. 
D. M. Sheppard 

s>. The Addis Count in Obstetrics. 
Addis en Obstetricia.) . 

By D. Lepesma. Obstet. Ginec. lat.-amer., 7, 
222-234, June 1949. Bibliography. 

The Addis count of casts, erythrocytes, and 
leucocytes was carried out on 12-hour specimens 
of urine from 51 pregnant women. In 18 cases in 
which the urinary tract was normal the 12-hour 
specimen contained up to 5,600 casts, 1,470,000 
erythocytes, and 5,259,000 leucocytes. In 23 cases 
incorrectly suspected as being of pyelo-renal 
disease, the count revealed that the urinary tract 
was normal. In 5 cases of pyelitis the 12-hour 
excretion of leucocytes varied between 20,363,000 
and 97,500,000 although the erythrocyte count 
was within normal range. In 4 women with 
nephrosis the number of casts varied between 
11,600 and 451,000 although again the erythrocyte 
count was normal S. S. B. Gilder 
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37. Serum Cholinesterase in Pregnancy and Puer- 
perium. II. In Toxaemias of Pregnancy. (I! potere 
colinesterasico del siero nello stato puerperale.) 

By L. Noss. Riv. ital. Ginec., 32, 303-322, 
Sept.-Oct. 1949. 7 figs., 10 refs 


35. Experimental Study of the Action of Proges- 
terone in Normal Pregnancy. (Etude expérimentale de 
l'action de la progestérone au cours de la grossesse 
normale. ) 

By H 
275, Oct 


Pickaup. Rev 
1949 


frang. Gynéc., 44, 265- 


49. Studies in Pregnanediol Excretion in the Latter 
Part of Pregnancy in Relation to the Duration of the 
Latter and the Character of Labour. (Studio sulla 
eliminazione del pregnandiolo negli ultimi periodi della 
gravidanza in rapporto alla durata di questa ed ai 
caratteri del parto.) 

By M. GIARDINELLI 
319-329, July 1949 


Ginecologia, Torino, 15, 
27 refs. 


;0. Histamine Metabolism in Pregnancy. 
By R. Lancet, 2, 
Oct. 22, 1949. 21 refs. 
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41. Iron Metabolism in Mother and Child. eber 
den Ejisenstotfwechsel bei Mutter und Kind.) 
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By E. and J. Rechenpercer. Z 
Geburtsh. Gyndk., 130, 181-194, 1949. 2 figs., 15 

Working at the Institutes of Pathology and 
Biochemistry of Jena University, the authors 
estimated the amount of storage-iron "’ (that 1s, 
non-haemoglobin iron) in the liver and spleen of 
193 cadavers, 81 being female. The iron content 
of these organs were found to be subject to great 
individual variations, but to be on the averagt 
considerably lower in females parti ularly between 
the ages of 20 and 50 

Among the 81 women, 2 were pregnant (3 and 5 
months respectively) and 11 had died within one 
month of childbirth [he iron content of liver 
and spleen in these 13 cases did not differ 
materially from that in other females of similar 
age It is concluded that the iron necessary for 
the foetus is derived from the mother’s food rather 
than from her iron stores 

The iron content was estimated in 20 newborn 
babies who had died within 3 days of birth. The 
average tot il iron was 50 meg per kg body we ight, 
consisting of 1) 50 mg. of haemoglobin iron; (2) 
only 7 mg. of iron stored in liver and spleen; (3) 
24 mg. of ‘' residual iron "’ in the remainder of the 
exsanguinated body In premature babies the 
amount of residual iron was slightly greater. In 
8 babies who had died between the eleventh day 
and the sixth week, the total iron was still about 
So mg. per kg body weight, but the haemoglobin 
iron had fallen to 30 mg. and the stored iron had 
risen to 21 me. It is concluded that within the 
first 6 weeks of life iron, liberated by disintegration 
of haemoglobin, is stored in the liver and spleen 
As shown by the authors in a previous publica 
tion. the storage iron reaches its maximum at the 
age of 4 months After that it decreases and 
returns to its original birth-level between 12 and 
24 months 

The iron content of 8 normal placentae was 
estimated. Normal saline was infused peripherally 
into one umbilical artery after cessation of pulsa 
tion and tying of the cord, and the fluid escaping 
from the umbilical vein was examined A 
maximum of go to 50 ml. of foetal blood was 
obtained in this way, corresponding to about 30 
mg. haemoglobin iron. The average “‘ residual 
iron content of the exsanguinated placenta was 7.2 
mg. per roo mil he total iron content of the 
placenta was thus estimated to be 1oo mg. at the 
most 

If 100 to 200 meg. of iron, contained in 200 to 
400 ml. of retre placental blood, be added to the 
iron content of the foetus (80 mg. per kg. body 
weight) and that of the placenta (about 100 mg_), 
the mother’s total iron requirements for a baby 
weighing 3,000 g. can be estimated as about 500 
mg. This amount can be supplied by a daily 
intake of just under 2 mg. of iron during 
pregnancy Garry and Stivens Nutr Abstr 
Rev.. $, 855, 1035-6) recommend a daily intake of 
18 mg. of iron during pregnancy N. Alders 
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42. Insulin Tolerance Tests in Pregnancy and the 
Puerperium. (Insulinbelastungen in der Schwanger- 
schaft und un Wochenbett.) 

By O. Gunr. Geburtsh. u. Frauenheilk., 9, 361- 
369, May 1949. § figs., 21 refs. 

The author investigated the behaviour of the 
pituitary-diencephalic system in pregnancy and the 
puerperium. Since there is a ¢ lose relation between 
the autonomic nervous system and the endocrine 
system, stimulation of one will evoke a reaction 
in the other, hence the administration of insulin 
should evoke secretion of the diabetogenic hormone 
from the pituitary-diencephalic region. Insulin 
was given imtravenously, one unit per 6.5 kg. (14 
pounds 5 ounces) and the blood sugar level was 
estimated before the administration and at 
20-minute intervals for 200 minutes. Graphs 
revealed no change in the physiological curve up 
to the fourth month of pregnancy. Thereafter the 
fall in blood sugar level during the first 20 minutes 
was much reduced. This is held to indicate an 
increase of pituitary function in the latter part of 
pregnancy The curve returned to normal 
immediately after delivery. In 3 cases of post 
maturity the curve showed only a slight fall in 
blood sugar level which was ascribed to diminished 
pituitary-diencephalic function. In 5 cases of 
eclampsia the curve was found to be normal and 
the author considers that it is unlikely that 
eclampsia is caused by hyperfunction of the 
pituitary-diencephalic system, that is, by an 
increase in secretion of pitressin and of the 
antidiuretic factor W. P. Hirsch 


43. Diagnosis of the Duration of Pregnancy. (Zur 


lauer 


Diagnose der Schwangerschafts 
By E. Antonowrtscu. Z. Geburtsh. Gyndk., 


131, 260-266, 1949. 1 fig., 10 refs 


14. Prolongation of Pregnancy. (Die Uebertragung 
ler Schwangerschaft. ) 

By U. von Ruetre. Schweiz. med. Wschr., 79, 
1025-1029, Oct. 29, 1949. 4 figs., 37 refs 


15. The Effect of Diethylstilbestrol in the Prolonga- 
tion of Pregnancy. 

By K. J. Karnaky. Amer. ]. Obstet Gynec., 
58, 596-598, Sept. 1949. § refs 


:6. Studies on Uterine Contraction at the End of 
Pregnancy Contribution a l'étude de la contraction 
iterine en fin de grossesse. ) 

By Piceaup and L. Barf. Brux.-med., 29, 
1019-1026, May 8, 1949. 3 figs 

The authors studied uterine contraction in the 
last month of pregnancy, by means of 140 tracings 
recorded with the Vignes and Landrieu hystero 
tensiometer, although they admit that this method 
of study is not entirely above criticism. They tried 
to ascertain whether, as term approaches, modifi- 
cations of uterine contractility make it possible to 
determine the approximate time of delivery; they 
verified by this method the increase in response of 
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the uterus to quinine and pituitrin as pregnancy 
draws to an end 

A series of 87 tracings were taken in the last 
month of pregnancy to evaluate basic tonus (the 
lowest recording on the hystero-tensiometer), and 
force, rhythm, and duration of contractions. By 
tonus the authors imply the state of the uterine 
muscle corresponding to what they call interphasic 
relaxation during delivery, on intercontractile 
muscular relaxation. This tonus, according to their 
tracings, increases during the 15 days before 
delivery, as does the force of uterine contractions. 
rhis force is nearly constantly above 400 (theoreti- 
cally 400 mg. per sq. cm.) from the 18th day before 
term. The duration of contraction does not appear 
to undergo modification, although rhythm seems 
accelerated. The only conclusion the authors draw 
is that the tracings may show whether the last 
fortnight of pregnancy has begun or not. 

Some tracings show that painless contractions 
occur during pregnancy, and that the strength of 
these contractions may be greater than that of the 
painful contractions of delivery. Painless periods 
of hypertonicity, lasting for more than 10 minutes, 
also occur long before term. Finally, in more than 
half of the cases, inter-contractile relaxation is as 
great during pregnancy as during delivery. There 
is no essential difference between the contractile 


phenomena observed at the end of pregnancy and’ 


those observed during delivery; these facts deserve 
consideration in the analysis of pain in childbirth. 
Ten tracings were taken in the last fortnight of 
pregnancy after administration of quinine sulphate 
(0.52 The only result, in 9 cases out of 10, was 
acceleration of rhythm, even when the dose was 
repeated daily. Tracings were studied after injec 
tion of 2 i.u, pituitrin in 13 cases. Uterine response 
was usually observed after 6 minutes (4 minutes 
during labour); tonus was definitely increased in 11 
cases, contractile force in all the cases; duration of 
the contractions seemed to increase near term in 2 
cases; contractile rhythm underwent no modifica- 
tion after the injection, except in the 5 days 
preceding labour; if this modification of rhythm 
after pituitrin injection in the last 6 days of 
pregnancy could be confirmed by new studies, it 
would constitute a simple way of determining the 
time of delivery H. Godar 


47. Cytological Changes in the Mammary Secretion 
During Pregnancy. (Modifications cytologiques de la 
scrétion mammaire au cours de la grossesse.) 

By P. XuensevaLt. Brux.-med., 29, 3018-3036, 
Oct. 2, 1949. 15 figs., 12 refs 


18. Some Effects of Pregnancy and Lactation on the 
Liver. 

By R. M. Camppert and H, W. KostLeriirz 
]. Endocrinol., 6, 171-183, Oct. 1949. 12 figs., 29 
reis 


49. Behaviour and Significance of Dermographic 
Variations in Pregnancy and Puerperium. (Su! com- 


93 


portamento e sul significato delle variazioni dermo- 
grafiche durante lo stato di puerperalita.) 

By P. Riv. ttal. Gimec., 32, 285-302, 
Sept.-Oct. 1949. 16 refs. 


(La physiologie du 


50. Physiology of the Placenta. 
placenta.) 

By J 
1949 


B. Liusia. Gynéc, et Obstét., 48, 346-357. 


10 figs., ro refs. 


51. The Origin of Placental Trophoblast and the 
Function of Placental Gonadotrophin. 

By I. Gorpon. Lancet, 1, 807-814, May 14, 
1949. 4 figs., bibliography. 

The author advances the view that the human 
placental trophoblast arises from the cells of the 
corona radiata and therefore from follicular 
granulosa cells, and supports this view by various 
arguments. Both the placenta and the ovary 
secrete oestrogens and progesterone. Chorionic 
gonadotrophin is not secreted by the ovary, 
although it 1s secreted in the placenta, and the site 
of its formation has generally been considered to 
be the foetal trophoblast. This might be regarded 
as contradicting the author's view. There is, 
however, evidence that it is formed, not by the 
trophoblast, but by the endometrium, as it seems 
to be in the pregnant mare. It is true that 
chorionic gonadotrophin is formed in cultures of 
trophoblast, but it is questionable, first, whether 
some decidual cells are not included in the culture, 
and, secondly, whether the hormone produced is 
really chorionic gonadotrophin and not the 
pituitary type which occurs in all sorts of tissues. 

The trophoblast is apparently independent of the 
life of the foetus, as exemplified in hydatidiform 
mole and also by its survival after death of the 
foetus in utero. Assuming that the trophoblast and 
the corpus luteum have a common origin from 
granulosa cells, it is not surprising that in hydati- 
diform mole and chorionepithelioma, in which the 
author apparently assumes that the abnormal 
trophoblastic proliferation is due to anterior 
pituitary hyperactivity, there is an abnormal 
development of lutein and theca lutein cells in the 
bilateral theca luteal cysts so frequently associated 
with these two conditions. Experimental produc- 
tion of granulosa-cell tumours suggests that they 
are due to excess of gonadotrophin, and it is 
therefore assumed that the granulosa cell, under a 
similar stimulus but in a different place, will 
proliferate to form the trophoblast of the placenta. 

The trophoblast, if of foetal origin, must be 
regarded as a transplant of another individual into 
the mother. Even embryonic transplants, which 
are much more likely to take than those of adult 
will succeed only if donor and host are 
inbred and homozygous. The recipient becomes 
immune to tissues grafted from another person, 
and the grafts are destroyed when vascularized 
Trophoblast, however, flourishes in the mother in 
intimate contact with her blood stream, even 


tissues, 
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though she and the foetus belong to different blood 
groups. The answer to the objection that the cells 
of the corona radiata in photographs of human 
va obtained trom the Fallopian tube are few and 
dege nerate, or indeed sltoge ther absent, is that they 
have been removed durnng the process of washing 
them out from the tube or during fixation, or that 
the photograph shows only a small part of the sur 
face of the ovum. Even if all the cells fall away, as 
in the rabbit, it is probable that they rejoin the 
blastocyst 
The author's argument is closely knit and it is 
dithcult to do justice to it in an abstract The 
paper should therefore be read in the original 
One obvious objection to the view advanced is the 
excessive production of chorionic gonadotrophin 
in hydatidiform mole and in chorionepithelioma, 
especially when the latter grows in an ectopic 
situation where there is no endometrium. Further, 
in the higher mammals the trophoblast forms 
im icle the zone pt Thun ida whic h does not disappear 
till just before implantation F. J. Browne 


Spiral Arterial Structures in the Fetal Placenta. 
by S. L. Romney Prov Soe rp Biol N 
71. 675-677, Aug. 1949. 1 fig., 14 refs 


Trophic Hormones of the Placenta. Failure to 
Demonstrate Thyrotrophin or Adrenocorticotrophin 
Production in the Hypophysectomized Pregnant Rat. 

By M A. GREER Endocnnology, 45. 175 187 
\ue. 104 fis 11 refs 


{ Foetal Reflexes and their Significance in ulero 
Ueber Potalretlex und deren intrauterine Bedeu 


By W. Lancreper. Geburtsh. Gyndk., 131, 
240-254, 1940. fy rets 


Pregnancy Diagnosis and Treatment of Amenor 


rhoea with Neostigmine. Schwangerschaftsdiagnose 


uncl Ame rrhoeabehandlunyg durch Prostigmin 


By H. |. Linnemann. Zbl. Gyndk., 71. 860-864 


6 Results of Fall's Intracutaneous Pregnancy Test 


With Colostrum. \ | téle colostrummal végzett 
tra tin terhe og i] nvert tapasztalatok 
Hetd 90 573-574 Sept 


Urinary Pregnanediol Determination as a Test 
of Pregnancy 
By M. Sema ind E. W. McHenry. / 


eli AS S61, Sept. 1949 fig., 


4S Application of the Vaginal Smear to the Diag- 
nosis of Pregnanc 
By kK (+ BoONIME ] Obstet Cryned 


58. 574-531. Sept. 19490 figs.. 7 ref 
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59. The Biological Tests of Pregnancy of Value to 
the Practitioner. (Die fir die Praxis wichtigen biolo 
gischen Schwangerschaftsreaktionen. ) 

By H. Lewin. Dtsch. med. Rdsch., 3, 930-932, 
Oct. 8, 1949. 3 figs., 23 refs 


bo. The Aschheim-Zondek Pregnancy Reaction and 
Vitamin E. (Aschheim-Zondeksche Schwangerschafts- 
reaktion und Vitamin 

By F. Wattau. Zbl. Gynak., 70, 1007-1010, 
194% 

During the. war years in Germany it was found 
that the nutnber of indefinite Aschheim-Zondek 
reactions (stage I only) was unduly high. As a 
stage I reaction is not diagnostic of pregnancy the 
tests had to be repeated with consequent waste of 
time and money. In all these cases the patients 
were subsequently found to be pregnant. It was 
suspected that the diet of the mice used in the 
test was to blame for these indefinite results. 
Recent research in 1o cases of definite pregnancy 
showed that 30 mice with vitamin E added to their 
diet all gave positive reactions; 30 controls fed on 
the ordinary diet gave 15 negative and 8 stage I 
reactions. Urine from non-pregnant women taking 
high doses of vitamin E gave a negative reaction, 
as did mice killed after receiving high doses of 
vitamin E alone. It appears that lack of vitamin 
E in the diet of the test mice may cause the 
Aschheim-Zondek test to become unreliable, 
though the exact mechanism has not yet been 
elucidated. The dose of vitamin E required to 
ensure accuracy in the test 1s Io mg. to opherol 
daily for 4 dys before injection of urine and for 
the 3 following days D. M. Sheppard 


6c. Evaluation of the Hyperemia Test fér Pregnancy 
at a routine Clinical Laboratory Procedure: Compari- 
son of Results with Those of 1,000 Consecutive Fried- 
man Tests. 

By A. Atgertr. Proc. Mayo Clin., 24, 259-264, 
May 11, 1949. 4 refs 

The hyperaemia test for pregnancy consists in 
injecting rats with urine from cases of suspected 
pregnancy and other cases in which chorionic 
sonadotrophin might be present. From 3 to 5 
fernale rats, ranging in age from 21 to 26 days and 
in weight from 35 to 50 g., are given by 
subcutaneous injection 2 ml. of urine. Four hours 
later the animals are killed and the ovaries 
removed, laid on wet blotting paper, and examined 
inder an ordinary lamp. Ovaries from rats which 
ive not received injections are light yellow 
Ovaries from rats into which chorionic gonado- 
trophin has been injected range in colour from pink 
to deep red, depending on the dose. When about 
half the ovaries are pink to deep red, the result is 
taken as unequivocally positive. When none are 
hyperaemic, the result is negative. 

One thousand consecutive specimens on which 
Fnedman tests had been requested were examined. 
In 30 cases the Friedman test could not be per- 
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tormed because of toxicity to the rabbits, whereas 
the rat test was completed in all cases. Of the 
g7O reMaining specimens, 924 gave results by the 
two tests in agreement with each other. Of the 
924 Teactions, 475 were positive and 449 negative 

Of the 30 reactions carried out only on rats, 18 
were positive and 12 negative. Of the positive, 12 
were from cases of normal pregnancy, 2 from cases 
of chorion-epithelioma, and 2 from cases of 
abortion; in 1 case the diagnosis was not available 
In the negative series, 8 specimens were from 
patients w ho were not pregnant and 2 from 
patients who were aborting; 1 specimen was from 
a patient from whom a hydatid mole was removed 
and in 1 case the diagnosis was not available 

Of the 46 cases in which the results of Friedman 
and rat tests disagreed, 16 were cases of abortion 
Here the Friedman reactions were positive and the 
rat reactions negative In 9 cases in which 
pregnancy was excluded the Friedman reactions 
were positive while the rat tests gave the correct 
negative results. There were 8 cases of pregnancy 
in which the Friedman reaction was negative and 
the rat reaction positive. In 7 cases of very early 
pregnancy the Friedman reaction was positive and 
the rat reaction negative. In 1 case of hydatid 
mole after operation, the Friedman reaction was 
positive and the rat reaction negative. In the 
remaining 5 cases no clinical diagnosis was 
available 

Direct bio-assay showed that the critical dose of 
chorionic gonadotrophin which will induce in a 
rabbit a positive result is 5 international units 
Assuming a daily output of 1,500 ml. of urine and 
a dose of 15 ml., the result will be positive when 
the 24-hour specimen contains §00 i.u. or more of 
hormone A similar calculation for rats showed 
that the amount of hormone required for a positive 
result was 1,000 i.u. or more. Thus, under ideal 
conditions, the Friedman test is more sensitive 
However, this superior sensitivity accounts for 
such positive reactions as were noted in the 16 
ases of abortion Here the concentration of 
hormone was falling, so that the negative rat tests 
had greater significance in predicting the eventual 
clinical outcome Again, the false-positive 
Friedman reactions were probably due to the 
greater sensitivity of the test, which includes 
reactions due to pituitary gonadotrophin 

The author summarizes by stating that the rat 
test is generally as accurate as other tests and 
slightly more accurate than the Friedman test. It 
is inferior to the Friedman test in very early 
pregnancy, because of its lesser sensitivity 


R. B. Lucas 


62. Factors Influencing the Rat Ovary Hyperemia 
Reaction as a Test for Pregnancy. 

By P. H. Frirep. Amer. J. Obstet. Gynec., $7, 
868-877, May 1949. 1 fig., 17 refs. 

rhe rat ovary hyperaemia test for pregnancy 
depends upon the development of ovarian 
hyperaemia some hours after the injection of urine 


95 


from a pregnant woman. A pink colour of the 
ovaries is regarded as a negative reaction, but if 
one or both ovaries are hyperaemic and light to 
dark crimson in colour the reaction is positive 

This study was carried out on 517 urine 
specimens at the Jefferson Hospital, Philadelphia, 
with a view to finding the best method of 
decreasing the number of false-negative reactions 
and increasing the sharpness of the positive end 
point. The greatest accuracy was obtained by 
using albino rats, 26 to 32 days old, and of 45 to 
60 g. weight. Results were more reliable where 4 
rats were used for each test. Variations in the 
specific gravity and pH of the urine were found to 
have little influence on the result. Whether the 
temperature of the urine injected was 36° C., 12° 
C., or room temperature was immaterial. Bacterio 
logical contamination of the urine caused no toxic 
reactions, but in 3 cases in which penicillin had 
been given prophylactically to patients the urine 
was toxik Reactions were negative when urine 
was obtained in the middle of the menstrual cycle 
of a non-pregnant patient, in cases of amenorrhoea 
not due to pregnancy and of fibroids, and with urine 
specimens taken postpartum. The optimum dose 
of urine was 2 ml. injected intraperitoneally. 
Subcutaneous injection was found to be less 
accurat 

he asphyxial agent used for killing the rats 
may affect the colour of the ovaries; thus 
illuminating gas caused a varying degree of 
hyperaemia of the tissues due to the formation of 
carboxyhaemoglobin. Ether was found to be very 
satisfactory, since hyperaemic ovaries stood out 
in good contrast to the pale uteri and oviducts. 
[he ovaries were found to be blanched at death 
in all cases, but 3 minutes later had taken on their 
final degree of colour. It is important during 
necropsy to avoid haemorrhage since this may lead 
to blanching of the ovaries, as may traction upon 
the uterus. The number of false-negative reactions 
was less when the test animal was killed 3 hours 
after injection than when the 2-hour test was used 

It is considered that the majority of false- 
negative reactions are due to non-reaction of the 
animals; further investigation of this problem is 
necessary J. A. Chalmers 


64. Critical Observations on the Pregnancy Reac- 
tion in Rats. (Kritische Betrachtungen zur Frage der 
Schwangerschaftsreaktion an Ratten.) 

By W. v. Massenpacn. Zbl. Gynak., 71, 849 
555. 1949 14 refs 
64. The One Hour Rat Ovary Hyperemia Pregnancy 
Test with Synergist. 

sy P. H. Frrep and A. E. Rakorr. /. Amer, 
med. Ass., 141, 25, Sept. 3, 1949. 5 refs 


65. A Simple Method of Demonstrating the Presence 
of Chorion Gonadotrophic Hormone in Frogs and its 
Use in a Rapid test for Pregnancy. (A chorion-gonado 
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trop hormon egyszeru kimutatasa honi béekakon és 
felhasznélasa gyors terhességi reakcié céljaira) 

By |. Bacon, |. Szmux, B. Kuincer, and L 
Késert. Orv. Hetd., 90, 264-266, May 1, 1949 
1 hg 5 reis 

Ihe authors describe a modification of the Galli 
Mainini method as a rapid test for pregnancy 
They used Kana esculenta, indigenous to Hungary, 
instead of the South Amencan Bufo arenarum or 
the North American Rana pipiens | see Abstracts 
of World Surgery, 2, 422, 1948 The technique is 
sumilar to that of Galli Mainini. In positive cases 
spermatozoa were found in the cloaca as early as 
2 hours after injection into the dorsal lymph space 
of an amount of urine corresponding to Io per 
After 3 to 4 days 
the spermatozoa disappeared and the frog could 
be used again [he test was performed in 616 
Iwo frogs were used 


cent of the trog’s body weight 


cases at a Budapest hospital 
for each test. There were 456 positive and 344 
negative results. Ten frogs died during the test 
Only 420 cases were followed up clinically. No 
negative results 


Alders 


false positive reactions but 4 false 
were discovered N 


OO. The value of the Melanophore Reaction in 
Kana esculenta (Ronsuloff-reaction) as a Pregnancy 
Test In Englisl 

$y | ( \ MIGHORS! L. M. P. H 
M. pe Roo, and F. Creurzperc. Acta endocrinol., 
Kbh., 2. 97-115, 1949. 19 refs 

The Konsuloff reaction consists in expansion of 

frogs so 


the melanophor of hypoy 
ti colour or 


that a ae darkening ot the 
darkening of the colour in certain parts, of the 


body result when melanophore hormone is 
injected into the dorsal lymph sacs. The fact that 
pregnancy urine produces such a reaction has been 
made the basis of a pregnancy diagnosis test. In 
the present paper the authors show that provided 
a number of rather stringent precautions are 


observed, the reaction with Hana esculenta is more 


than 95 per cent correct in the diagnosis of 


pore strate that the act 
factor in the Konsuloff reaction is most probably 
different from that in the Aschheim-Zondek test 
that it is probably not chorionic gonadotrophin 


In addition, they have shown that progesterone 


may timulate the production of melanophore 
hormone by the patient's pituitary ilbeit some 
what it la that injection of the urine of 


1 patient treated with progesterone may lead to a 


positive res] 


I he clin usefulness of the test is greatly 
reduced by t need for performing hypophy 
sectomy on tl fr ind observing a number of 
precautio in order to ensure the reliability of the 
esult Since ma Rana sculenta, as well as 
many species of Bu can be used for pregnancy 
diagnosis without any tedious restrictions and very 


reliable results obtained with a simple technique, 
it seems reasonable to conclude that the value of 


the results of this painstaking research in support 
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of an outmoded technique is quite out of propor- 
tion to the effort obviously entailed 


G. 1. M. Swyer 


67. Employment of Rana montezsumae Baird in 
the Biological Diagnosis of Pregnancy. (Empleo de 
i Rana M itezumae Baird en el Diagr stica Biolo 
gica del Embaraz 

By M. G. Miranpa and M. CHANFREAt Ginec 
Obstet. Mex., 4, 281-286, July-Aug. 1949. © figs., 
21 rels 


68. Pregnancy Test Using a European Male Toad. 
By M. Hatnes and H. P. Ferrerra. Nature, 
Lond., 164, 668, Oct. 15, 1949. 7 refs 


69. The Galli Mainini Test on the Common Toad 
Bufo vulgaris) Der Schwangerschaftsnachweis 
mach Galli-Mainini an der gewéhnichlichen Erdkrote 
Buf ulvaris).) 

By E. Naumann. Zbl. Gynak., 71, 865-866, 
1949. 1 ret 


70. Further Results and Developments of Technique 
of the Rapid Pregnancy Test with the Indigenous 
Toad. (Weitere Ergebnisse und Methodik der Schwan 
einheimischen 


gerschaftssc hnellreaktion it der 

By B. MANsrern and F. ScHMIpt-HOENSDORF 
Dtsch. med. Wschr., 74, 1258-1260, Oct. 21, 1949 


; hgs., 10 refs 


1. The Utilization of Nicotinic Acid by Pregnant 


Women 
By E. I. Frazier, T. Porter, and M. J. 
Humpurey. J. Nutrit., 37, 392-410, Apr. 1949. 


2 figs., 15 refs 

This study was carried out on 
}2 pregnant women selected at random from those 
ittending a clinic, and 12 non-pregnant women 
Che dietary intake of nicotinte acid and the unnary 
excretion of N’-methyl nicotinamide were estimated 
for all the women. In addition, in the first group 
the acid-hydrolvsable fraction (free nicotinic acid, 
nicotinuric acid, and nicotinamide) the 
response to a test dose of 50 mg. of nicotinamide 
were measured, and in the last group the response 
to the same test dose was determined 

The level of excretion of the acid-hydrolysable 
fraction was constant and not related to the 
intake: that of the methyl derivative was also not 


primigravidae, 


related to intake, but it increased during pregnancy 
ind was higher in the pregnant than in the non 
pregnant women. The response to the test dose 
tended to rise slightly during pregnancy The most 
interesting observation was that there was an 
nverse relationship between the intake of the 
vitamin and the response to the test dose: the 
higher the intake, the lower was the proportion 
of the test dose excreted. This is contrary to what 
s normally ¢ xpec ted in response to test doses of 
the water-soluble vitamins. It is suggested that 
this, and the incr N’-methyl 


easing excretion of the I 
nicotinamide as pregnancy proceeds, might be 
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explained as in some way reflecting an inc reasing 
utilisation of the vitamin with the inc reasing 
metabolism of the maternal tissues. /. Yudkin 


72. Effects of Bome Meai on Oral Structures in 
Pregnancy. 

By G. M. Dorrance and W. SussMaAN 
/. digest. Dis., 


Amer 
16, 263-265, July 1949. 11 refs 


73. Researches on Vitamin-D Requirements in 
Pregnancy. 
1) au cours de la gestation.) 

By M. Lévy, M. Sapir, S. MiGcnon, and P 
Wattrer. Arch. Mal. Appar. dig., 38, 749-758. 
July-Aug. 1949. 24 refs 


Recherches sur les besoins en vitamine 


;. Vitamin D Provision in Pregnancy. 
1) verstrekking aan zwangeren. ) 

By H. Cx#.G. MuLiens 
450-454, Nov. 17, 1949 


Vitamune 


Geneesk. Tids., 27 


finormal Pregnancy 


Toxaemias of Pregnancy. 
Nomenclature. 

By D. M. SHooK. Nai 

941-945, Sept.-Oct. 1949 


Their Symptomatic 


med Bull 
7 refs 


Wash, 49 


6 The Toxaemia of Late Pregnancy and the Theory 
as to the Syndrome of General Adaptation. [In 
English 

By S. Parviatnen, K. Sotva, and C. A 
EH &NROOTH icta obstet. gvec. scand., 29, 186 
196, 1949. 47 refs 


Follicular Hormone and Chorionic Hormone in 
Blood and Urine in Diseases of Pregnancy. (Tf ollikel 
hormon und Chorionhormon in Blut und Harn bei den 
sSchwangerschaltserkr inkungen.) 

By H. Lax. Z. Geburtsh. Gynak., 130, 292-307, 
1949. 7 figs., 15 refs 

A satisfactory solution to the problem of the 
wtual content of follicular hormone and chorionic 
hormone in diseases of pregnancy has not been 
possible for several reasons, of which the author 
mentions differences in experimental technique, 
the relatively great number of sources of error in 
all animal tests, and the fact that in general 
practice either the blood or the urine is tested for 
one or other of those hormones—only very rarely 
are both blood and urine tested for both hormones 
The author therefore simultaneously determined 
the concentration of both hormones in blood and 
urine and comes to the following conclusions 

All toxaemias of pregnancy are accompanied by 
some disturbance of hormonal co-ordination which 
in the least severe cases finds its expression in an 
increase of chorionic gonadotrophin concentration 
in the blood. In cases of serious disturbance this 
is accompanied by a fall in the content of follicular 
hormone in blood. The extent of the disturbances 
in the blood can be judged only if the loss of 


Q7 


plasma in cases of oedema is taken into considera 
tion 

Owing to the restriction of the hormonal secre- 
tion the organism endeavours to maintain the 
content of follicular hormone at an approximately 
normal or, failing that, at the minimum level 
required As the gravity of the condition 
increases, the content of chorionic hormone 
increases. In view of the fact that excessive ex 
cretion, or retention of hormones in the tissues and 
consequently reduced excretion, occurs quite 
frequently it is essential to make comparative tests 
in both blood and urine in order to assess the true 
hormone balance. At any rate, it is impossible in 
cases of toxaemia of pregnancy to estimate the 
hormone concentration in the blood from that in 
the urine, as can be safely done in healthy 
pregnant women The flooding of the diseased 
organism with chorionic gonadotrophin is, how- 
ever, by no means mere ly a problem of excretion 
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)> New Tools for the Physiologic Study of Hyper- 
tension in the Toxaemia of Pregnancy 

By N.S. Assatt. Obstet. gynec. Surv., 4, 605 
613, Oct. 1949. 4 figs., 44 refs 

79. Liver Function Testing with Testacid 
P-Hydroxyphenylpyruvic Acid) in Symptom-free and 
Toxic Pregnancy. (Leberfunk tionsprufung mit 
Testacid an beschwerdefrein und toxischen Schwan- 
geren.) 

By F. Nrenpore 
793-799, Oct. 1949 


Geburtsh. u. Frauenheilk. 9, 


So. Presence of Liver Cells in the Vessels of Liver 
and Meninges in Cases of Eclampsia. (Presenca de 
células hepaticas nos vasos do figado e¢ meninges em 


casos de eclampsia. ) 
By M. B. Nerro 


Arch. brasil. Med., 39, 149- 
158, May-June 1949 


12 hgs 


St. Extensive Encephalomalacia After Toxaemia of 
Pregnancy. | English 
By G. HOLMBERG 
175-195, 1949 


Acta psychiat., Kbh., 24, 
1 fig., 24 refs 


S2. Hormone Determinations in Late Toxaemias of 
Pregnancy. (Hormonbestimmungen bei Spitgestosen. ) 


3y E. and O. Kaser 
cologia, Basel, 127, 255-263, Apr. 1949. 
17 refs 

With a view to estimating the prognosis as 
regards survival of the child, 12 cases of pregnancy 
toxaemia were investigated from the point of view 
of urinary excretion of oestrogen, pregnanediol, 
and gonadotrophin. Gonadotrophin level was 
normal or lowered but not sufficiently to dif 
ferentiate from occasional findings in normal 
pregnancy. In severe toxaemias, pregnanediol level 
was invariably lowered but the fall in its value 
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4 figs., 
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oe jor 
occurred several days before the death of the child 
ind the determination value in 
prognosis. In the 7 cases of stillbirth oestrogen fell 
rapidiy unmediately before or at the death of the 
nstitutes a definite indication 
behalf of the child but its 
practical impossible until a simpler 
ind more rapid quantitative test for oestrogen 1s 
developed. No relation was discovered between the 
ind the hormonal excretion 


DM Sheppard 


was thus of no 


hile This finding c« 
for interference on 


appl ition 1s 


83. Intravenous Procaine in Eclampsia. La 
sina mtr et my ‘ 
(Z1UFFRIDA {tis Soc. med 
27, 116-121, Feb.-Mar. 1949. 10 refs 
In 4 cases of eclampsia, intra injection of 
procaine had no effect on the 
ilbuminuria. It failed to 
ind indeed appeared almost 
Substi 


issociated 


chu Padova, 


venous 


blood pre ire or the 


t the convulsions, 


arre 


to increase r violence and frequency 


tution of mor rthodox treatment was 


with cessation of fits and improvement 
S B Guder 

“, The Kidney in Toxaemias of Pregnancy. (I! rene 
) 

By L. ital. Anat. Istol. pat 
21. 460-400, 1949. 18 figs., bibliography 

After reviewing the literature on the renal 
lesions found in toxaemia of pregnancy, the author 
lescribes the lesions found clinically and at 
necropsy in 27 out of a series of 35 fatal cases 


1uthor into three 
pregnancy 
cases of 


divided by the 
of nephrosis due to 
of chronic nephritis; 11 


The 27 CASES are 
groups It cases 
toxaemia case 


eclampsia 


In the first group, in all of which there was 
severe ilbuminuria, histological examination of 
the kidneys revealed varying degrees of degenera 
tive change in the glomeruli and the tubules 
especially the latter Haemorrhages were also 
frequent! een. In none were any inflammatory 
changes apparent. In the second group of 5 cases, 
the Sadnevy showed the changes of chron 


nephrita with In many cases complete degenera 


tion of the tubules. These cases are classified as 
f diffuse system 

glomerulo-tubular nepbrosis In the third group 
consistil of ises of eclampsia, the renal lesion 
wa f t intense All the patients had severe 
ilbuminuria: the renal lesion was essentially an 
wute degenerative one It is concluded that the 
renal lesion in mpsia represents the most 
advanced form of the nephrosis of toxaemia of 
premnancy 

Of recent vears it is been usual to consider 
toxaemia of pr i is primarily of vascular 
origin: although the renal lesions are well known 
ind re« 1, they are believed to be sec idary 
It lificult to bring the findin in this paper 
into line with current thought in Britain since in 


ill the ca het nadequate data are given on 
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the history of the pregnancy. Most of the patients 
were admitted to hospital only a few days before 
their death; only the systolic blood pressure 1s 
given, and it is not given at all in some cases. In 
the absence of readings of blood pressure or of 
information regarding the presence or absence of 
albuminuria in early pregnancy it is impossible to 
lassify the type of toxaemia. Also, it is difficult 
to understand the basis for the diagnosis of acute 
ind chronic renal lesions Josephine Barnes 
‘5. Tubular Reabsorption of Chlorides in Eclampsia. 
In English 
by D 
gr Basel 


Gynae 
1 fig., 8 


ZELENKA 
1949 


and L 
245-254, Uct 


HALMAGYI 
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“ Cortical Steroid Excretion in Edema of Preg- 
nancy, Pre-eclampsia, and Essential Hypertension. 

By L. Topian. J. clin. Endocrinol., 9, 319-329 
Apr. 1949. 1 fig., 30 ref 

Because of the similarity between the syndrome 
of pre-eclamptic toxaemia and that produced by 
administration of desoxycorticosterone the author 
measured urinary corticosteroid (‘‘ formaldehydo 
HCHO corticosteroid excretion in 
normal and toxaemic pregnant women. It was 
found that normal pregnant women in the last 
trimester excreted about twice as much cortico 
steroid as normal non-pregnant women. Two out 
f 3 women with twins excreted considerably more 


or 


corticosteroid than any woman with a single 
foetus The mean corticosteroid excretion of 
women suffering from excessive oedema and 


toxaemia was about 45 per cent greater than that 
of normal pregnant women without oedema. In 
with equivalent amounts of oedema no 
correlation was found between the blood-pressure 
level and the excretion value of HCHO cortico 
steroid In patients suffering from essential 
hypertension the excretion of these steroids was 
not higher than that in normal subjects 

These findings suggest strongly that the cortico 
steroids or their precursors are the actual cause of 


cases 


sodium retention and oedema. All the hormones 
secreted during pregnancy have not yet been 
dentified, however, and there may be other 


substances with oedema forming properties that 
ire present in extra large amounts in oedema of 
pregnancy. Certainly increased rate of excretion 
of estrogens and pregnanediol are not associated 
with oedema of pregnancy F. J. Browne 
S;. Fulminating Eclampsia Associated with Fib- 
rinogenopenia and Hemorrhage. 
By F. Ditton and H. |} 
med J 


Sceumitrz. 


96, 255-259, Oct. 1949. 10 refs 


ss. A Case of Pre-eclampsia Treated and Cured by 


E xchange-transfusion. Un caso di pre-eclampsia 
trattato guarit la transfusions rociata 

By L. Vasctaveo. Minerva med., Torino, 2. 
371-372, Sept. 22, 1949. 7 refs 
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59. Treatment of Eclampsia. Russian. | 
By D. P. Brorxin. Sovetsk. Med., No. 9, 22- 
23, 19449 


~ Nausea and Vomiting Induced by Pregnancy or 
by Administration of Synthetic Estrogens; Treatment 
with Antihistaminic Compounds. A Further Study of 
an Additional 50 cases. 

By J]. W. Fincn. Amer. J]. Obstet. Gynec., 58, 
591-594, Sept. 1949. 3 refs 


ot. Antihistamines in the Treatment of Nausea and 
Vomiting of Pregnancy. Report of a Clinical Investi- 


gation. 
By T. DouGray. Bnit. med, J., 2, 1081-1083, 
Nov. 12, 1949. 15 refs. 


g2 Vitamin Bin the Vomiting of Pregnancy. 


(Sull'impiego della vitamina B_ nei vomiti della 
gravidanza.) 

By L. Nuwnztante. Gazz. santt., Milano, 20, 
337-340, Aug Sept 1949. I1 refs, 


93. X-ray Examination in Cases of Placenta Praevia. 
In English. |} 

B. |. A. ABOLINS 
29, 150-160, 1949 


Acta. obstet. Gynec. scand 
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o4. The Radiological Localisation of the Placental 
Site. Part Il. The Radiological Diagnosis of Placenta 
Praevia. 

By F 
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22 figs., 


Brit. ]. Radiol., 22, 643-665, Nov. 
25 refs 


95. Spontaneous Delivery in Central Placenta 


Praevia. (Spontangeburt bei Placenta praevia cen- 
tralis.) 

By W. Pscuyremper. Zbl. Gyndk., 71, 805 
So8, 1940 1 fig., 1 ref 


96. Uterine Tamponade with Oxidized Gauze in a 
Case of Total Separation of the Placenta with Concealed 


Hemorrhage. 
By W.C. Smirn. N.Y. St. J. Med., 49, 2187 
2188, Sept. 15, 1949. « refs 


o8. The Conservative Treatment of Premature 
Separation of the Normally Implanted Placenta. A 
Study of 293 Cases. 

By J]. R. McCaw and R. Pottakorr. 
Amer. med. Ass., 141, 513-518, Oct. 22, 1949. I 
ref 


o&. Interstitial Hydatid Mole With Spontaneous 
Perforation and Rupture of the Uterine Cornu. 


By H. A. Srecat and L. West. J 
Surg. Obstet. Gynec., $7, 477-480, Oct. 1949. 1 
fig, 14 refs 


99. Studies on Human Abortion with Special Ref- 
its Causes. 
Aborteiern mit besonderer 


erence to Early 
Studien an 


Maldevelopment and 


menschlichen 


99 


Berucksichtigung der fruhen Fehlbildungen und ihrer 
Ursachen. ) 
By O 
1050-1056, 


Schweiz. 
1949 


KAESER 
Nov 5. 


med. Wschr., 79, 


100. Studies of Human Abortive Ova with Special 
Reference to Early Malformations and their Causes. 
(Studien an menschlichen Aborteiern mit besonderez 
Berdcksichtigung der fruhen Fehlbildungen und ihrer 
('rsachen.) 

By O. Kaeser 
1079-1084 Nov 12, 
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1949 


med. Wschr., 79, 


101 
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ment. ) 

By M. R 


Sept 28, 1949 


The Role of Uterine Malformation in Abortion. 
role des malformations utérines dans |l'avorte- 


SOLAI Presse méd., 57, 861-862, 
10 figs., 3 refs 

102. Avoidance of Interruption of Pregnancy. 

(Vermiedene Schwangerschaftsunterbrechungen. ) 


By W. Hersinc. Zbl. Gynik., 71, 439-448. 
1949 
104. The Treatment of Early Threatened Abortions. 


{In English. } 


By M. Acta. obstet. gynec. scand., 
28. 92-102, 1949. 39 refs. 
The incidence, aetiology, and treatment of 


threatened abortion are reviewed. An account is 
then given of a personal study of 296 cases of 
threatened abortion before the 24th week of 
pregnancy seen at the Women’s Clinic, Karolinska 
Sjukhuset, Stockholm, between 1940 and 1946. 
The patients were kept in bed in hospital for an 
average of 10 days until symptoms disappeared or 
abortion was complete. They were divided into 
two groups, group I receiving 5 to 10 mg. of 
progesterone daily and group II 2 mg. or less. In 
addition all patients were given 0.5 mg. of atropine 
thrice daily and vitamin E in the form of wheat 
germ oil corresponding to 1.5 mg. tocopherol thrice 
daily. A follow-up study of 286 cases was made. 
Eight patients were not treated; 4 of these aborted 
ind 4 bore living children. Of the remaining 278, 
120 aborted and 158 gave birth to living children, 
14 of them premature. Of the 117 patients in 
group I, 56 per cent reached term, and 57 per 
cent of the 161 patients in group IT also went to 
term. 

The history of pain and the amount of 
haemorrhage before admission were found to be 
unreliable guides to prognosis. The later in 
pregnancy the symptoms of threatened abortion 
appeared the better was the prognosis. Symptoms 
were most common from the 12th to the 16th 
week. Of 34 patients with a history of more than 
3 years’ involuntary sterility 17 aborted and 17 
went to term. Of 33 patients treated previously 
for genital disorders such as salpingitis and myoma 
17 went went to term. The majority of patients 
bore living children before and after the pregnancy 
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ending in abortion. Only 50 per cent of the 
patients who had not prev ously had an abortion 
went to term 

Ihe author concludes that the results obtained 
indwate that the treatment employed was of 
doubtful value Wiliam Love 


104. Observations on the Use of Progesterone in 
Threatened Abortion. With Special Reference to 
Pregnandiol Excretion as a Guide to Therapy. 

$y HS. Gurexman and A. S. TuLtsky. Amer 
Obstet) Gynec 58. 495 §02, Sept. 1949 27 
refs 


105. Significance of Progesterone and Oestrogens im 
Origin and Treatment of Abortion. Die Bedeutung 


trowene ber der Ent 


des Progesterons und der Ch 
hung und Behandlung der kehlgeburten_) 

By |. Prorz and E. Darur. Zbl. Gynak., 71 
867-875, 1949. figs, 23 refs 


to Primary and Secondary Spontaneous Habitual 
Abortion. 
By jJaverrtr, W. F. Fins, and H. Jj 


STANDER timer. J. Obstet. Gynec., $7, 878-880 
May 194% 12 refs 

Phe term habitual abortion is employed when a 
patient ha hac three or more consecutive 
spontaneous abortions, and the condition is clas 


ahed a primary if the series begins with the first 
pregnancy and secondary if the series of abortions 
bewins after the birth of one or more immature, 
premature, or full-term infants. Pregnancy ter 
minating before the z2nd week ts rewarded as an 
abortion, and infants born between the 22nd and 
28th weeks are described as immature 

During the 15 years 1943-47, 123 patients with 
promary ind S8 with secondary habitual abortion 
were treated at the New York Hospital—an 
incidence in all pregnancies of 1 in yoo and 1 in 
494 respectively In only 20.1 per cent of pnmary 
case “ nfants finally born at term Phe 
corresponding figure for secondary cases was 39.6 
per cent There was an incidence of 25 per cent 
of elderly prmigravidae in the primary group 


Gynaecological complications were present in 60 
and §2 per cent respectively, the Wassermann 
reaction was positive in 6 and 7 per cent, and 
haemoglobin value was below 70 per cent in 15 
and 17 per cent respectively. The vitamin C con 
centration in blood was low in about one-half of 
the cases in each grouy 

Nausea and \ ting were common and served 
to accentuate nutritional deficiency. Bleeding from 
the nose or gums was mmon, as was threatened 
ibortion duet partial placental separation 
Placenta praevia wa onsidered a common cause 
of abortion. Premature rupture of the membranes 
was found not tnfrequently to follow intercourse 
ind complet prohitution ot ntus during 
pregnancy has been emploved as a method of 
treatment Both uterine retroversion and fibro 


mvyomata were commoner in these patients than in 


i control series and uterine suspension was carried 
out where retroversion was persistent. Double 
uterus was present in 4 patients and cervical and 
endometnal polypi were found in 5 
One group received no treatment, and a second 
group empirical treatment The latter included 
pre-natal care, complete or partial rest in bed, 
sedation, administration of vitamin E, pro 
gesterone, and thyroid, and antisyphilitic therapy 
Coitus was restricted at the time of the expected 
menstrual period [hese measures were app ied 
without specific study of the individual patient 
\ third group received rational treatment 
This entatled specific detection and correction of 
certain factors and defects It included antenatal 
care, diets rich m citrus fruits, fresh vegetables, 
ind minerals, with added vitamins C and K 
omplete restriction of coitus, psychotherapy, and 
the avoidance of mineral oil (which absorbs the 
fat-soluble vitamins thyroid extract was given 
when the basal metabolic rate was low Rest in 
bed and sedation were reserved for those with 
threatened abortion ind vitamin | ind pro 
vesterone administration was found to have no 
effect upon results 
With no treatment the abortion rate was 65 per 
cent, with emp'ncal treatment 26 per cent, and 
with rational treatment 14.6 per cent, in the 
primary group. The corresponding figures in the 
econdary group were 46.5, 46.3 per cent, and nil 
No spermatological abnormality was found in 9 
husbands examined. The importance of vitamins 
C and K was in the prevention of the haemorrhagic 
tendencies regarded as responsible for a large pro 
portion of the abortions, and of these vitamin ( 
ippeared to be the more important 
Emotional instability was common and psycho 
therapy was regarded as important in the 
treatment The inculeation of a spirit of rivalry 
is patients observed each other continuing success 
fully to term, and the assistance of nursing and 
social services as well as of the church, were 


egarded as important factors, but most difficult 
to evaluate statistically The incidence of con 
venital anomalies in the infants in the group was 
lower than in a control group ]. A. Chalmers 
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oS Indications for Abortion in Rh-immunization. 


Abortindikationer vid Rh-immunisering.) 
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110. Interruption of Pregnancy in Cases of Rh. 
immunization of High Degree. (Avbrytandé av 
havandeskap vid hoggracig Rh-immunisering. ) 

By N. TotaGen. Svenska Likartidn., 46, 1934 
1936, Sept. 16, 1949 


11t. A Method for Therapeutic Interruption of 
Pregnancy in Later Months. (Ein Beitrag zur Methodik 
der arzlich indizierten Schwangerschaftsunterbrechung 
der hoheren Monate.) 

By M. Kosowsk1! Gynaecologa, Basel, 128. 
290-295, Oct. 1949. 3 refs 


112. The Problem of Intra-uterine Death of the 
Foetus in the Last Two Months of Pregnancy. ( Hetra 
chtungen zu dem Problem des intrauterinen Frucht 
todes ante partum in den beiden letzten Schwanger 
schattsmonaten.) 


By H. Linpen. Zbl. Gyndk., 71, 476-479, 1949 


114. Use of Diethylstilbestrol to Prevent Fetal Loss 
from Complications of Late Pregnancy. 
By O. W. Smirn and G. van S. Smitn. New 


Engl. |]. Med., 241, 562-568, Oct. 13, 1949. 2 figs., 
11 rets 
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i115. A Case of Post-abortum Tetanus. (('n cas 
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By COSSET, SIMON, and DEMARTY 


Tunisie méd., 37, 651-661, Aug.-Sept. 1949 


116, Combating Criminal Abortion. (Zur Bekamp 
fung der Abtreibung.) 

By RK. Vorpracur. Zbl. Gyndk., 71, 449-451, 
1449 


117. Soap Abortion as an Independent Clinical 
Picture. (Der Seifenabort als eigenes Krankheitsbild. ) 

By A. Herrer. Geburtsh. u. Frauenhedk., 9, 
S22-834, Nov. 1949. 22 refs. 


115. Incarceration of the Retrodisplaced Gravid 
Uterus. 

By H. HammMonp. Stanford med. Bull., 7, 127 
129, Aug. 1949. 16 refs 


119. Chorionepitheliosis. A Study of the Patho 
genesis, Diagnosis, and Assessment of Ectopic 
Chorionepithelial Growths, (Ueber Chorionepitheliosis 
Ein Beitrag zur Genese, Diagnostik, und Bewertung 
her chorionepithehaler Wucherungen. ) 

By W. ScHoprerk and G. Virchows 
drch., 317, 347-384, 1949. 7 figs., 44 refs 


120. Chorionepithelioma with Long Latent Period 
and Interstitial Development. (Coronepitelioma a 
lunga latenza e a sviluppo interstiziale. ) 

By A. Duca. Monit. ostet.-ginec., 20, 392-406 
8 figs., 17 refs 
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121. Calcification of Placenta. 
By E. Sotomons. I/rish J. med. Sci., 6th ser., 
3823, Nov 1949 


122. Placenta Accreta in Syphilis. 
By W. V. Wax. Amer. ]. Surg., 78, 540-543, 
Oct. 1949. 2 figs., o refs. 


123. Submucous Myoma in Term Pregnancy. 
By H. L. Gatney and J. E. Keerer. Amer. /. 
Obstet. Gynec., $8, 727-737. Oct. 1949. 21 refs. 


124. Observations on A Case of Carcinoma of the 
Cervix Associated with Pregnancy.  Present-day 
Aspects of Diagnosis and Treatment. (Consideragdes 
sobre um caso de cancer do colo uterino associado A 
prenhez. Aspetos atuais do diagnéstico e do trata 
mento.) 

By J. pe Rezenpe. An. brasil. Ginec., 14, 1-22, 
July, 1949. 5 figs., bibliography 


125. Preservation of Pregnancy in Cervical Car- 
cinoma by Amputation of the Cervix, (Erhaltung der 
Schwangerschaft bei Kollumkarzinom durch Zervix 
amputation, 

By W. Rogsecer. Zbl. Gyndik, 71, 236-238, 
1949. 1§ refs 


126. Metastatic Tumours of the Ovaries and Preg- 
nancy. {In Russian. } 

By T. A. Akush. Gine 
No. 4, 27-33, July-Aug. 1949. 5 figs 


12). Relation of Menses and Pregnancy to the Occur- 
rence of Breast Cancer. (Vztah menstruadniho cyklu 
a ténotenstvi k rakovine prsu.) 

By A. Strepa. Ceskoslov. Gynack., 14, 359-347!, 
1949. 2 figs 

The following conclusions were reached from a 
study of 153 patients with breast cancer. Menstrual 
disorders do not alter the time of onset of the 
disease, but more than 50 per cent of the patients 
had a past history of disorders of menstruation, 
of the menarche, or of the menopause. The 
number of births and abortions had no relation to 
the time of onset, nor had a very early or very late 
first pregnancy (that is, before the age of 20 or 
after 40). Only 4 out of 152 became ill within 5 
years of the last pregnancy. Pregnancy had a very 
unfavourable influence pre-existing breast 
cancer in 3 of 4 patients, but cancer first diagnosed 
during breast-feeding was not unusually malignant. 
The duration of breast-feeding had no influence 
Whereas of married women 50 per cent became ill 
before the age of 50 vears, in unmarried women 
the percentage was 74 per cent A. Rohan 
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Clinical and Biological Problems. (Cancer du sein et 
grossesse. Problémes cliniques et biologiques.) 

By R. HuGuentn and J. Roujeau. Sem. Hop. 
Pans, 25, 2985-2991, Oct. 2, 1949. 3 refs 
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129. The Effects of Pregnancy and Lactation on 
Spontaneous Mammary Cancer in the Mouse. (1 action 
le la grosseese et ce tement sur les cancers spon 
tanés de la mamelle hey it 

ty N DOBROVOLSKAIA-ZAVADSKAIA, M. G 
and N. YourRKOvVSKY Presse 
méd., $7, 064-064, Oct. 1949. 4 figs 41 rets 


yo. Extragenital Cancer in Pregnancy. A Con- 
tribution to the Question of Diffuse of Grow ths 


in the Breast and Stomach. Extragenitale Krebse in 
in coef ims it } Heitrag ir Frage ler 
diffusen Kreb ng in Brustdriise und Maget 


By H. Siecmunp. Wschr., 27, 681-684, 
Nov. 1., 1949. 7 ref 


Amniotic Pulmonary Embolism. (Les embolhies 
naire niotiq ue 

By M. Dumont et Obstét., 48 404 
405, 1949. 7 rets 


142. Heart Disease Complicated by Pregnancy. 
By D. C. Hate and A. R. Gitcurtst. Edinb 
med. J], 3%. 55-74. Aug. 1949. 2 figs., 20 refs 


144. Pregnancy and Cerebrovascular Complications. 
Report of Seven Cases, 

By D W. pe Carut West. J. Surg. Obstet 
181-1901, May 1949 17 rets 

Cerebrovascular accidents are a very rare com 
plication of pregnancy, much more so in normal 
cases than in those complicated by toxaemia 
The author reviews 7 cases of cerebrovascular 
accident in pregnancy out of 15,417 deliveries at 
the Children’s Hospital, San Francisco, between 
1941 and 1948, 4 of which were associated with 
normal pregnancy and 4 with toxaemic pregnancy, 


usually with eclampsia 

Of the pationts in the former group 2 had 
ubarachnord 1vemorrhage due to rupture of a 
congenital aneurysm Joth were admitted in the 
last month of pregnancy in coma and were deli 
vered by Cu ean section almost immediately 
but both died within 48 hours. The third patient, 
who urvived, wa ilso a case of subarachnoid 


haemorrhage, later diagnosed as being due to an 
ingioma of the meninges. All 4 patients in the 
toxaemic group died in coma Necropsy was 
performed on 3, in all of whom ¢ vidence of cerebral 
haemorrhage wa und 

The series of cases illustrates the high mortality 
in pre gnancy with cere brovas¢ ular complications, 
but the author considers that with improvement 
in diagnosis and treatment it should be possible 
to reduce it considerably. If, for example, the 
presence of a congenital aneurysm is diagnosed, 
pregnancy should be either prevented or ter 
minated to save the cerebral vessels from added 
strain in pregnancy, while the more intensive 
treatment of toxaemia, with early interruption of 
pregnancy if the treatment fails should reduce the 
mortality in*this category. He also considers that 


ill patients with hypertensive vascular disease 
should avoid repeated pregnancy. 
Elaine M. Sunderland 


144. Operation for Severe Varicose Veins During 
Pregnancy. 

By H. Dopp. Lancet, 1, 606-607, Apr. 9, 1949 
15 refs 

The consensus seems to be that the treatment 
of troublesome varicose veins in pregnancy 1s 
permissible and justifiable. Although there ts a 
formidable weight of opinion against any form of 
radical treatment, the author has treated 17 cases 
between the second and seventh months of 
gestation by ligation and injection with complete 
success. The operation of ligation and injection ot 
the internal saphenous vein 1s safe up to the 
eventh month, and should be performed if the 
veins have given trouble before the pregnancy and 
symptoms are now greatly aggravated. Compen 
satory enlargement due to blockage of deep veins 
must be differentiated from the presence of true 
varicose veins, because occlusive therapy is 
contra-indicated in the former case 

lrendelenburg’s test for incompetence of the 
internal saphenous valve was positive in all 17 
reported cases and there was an impulse in the 
varices on coughing. The internal saphenous vein 
was affected in each case, in two cases the condi 
tion was bilateral, and in one case the external 
saphenous vein was also involved. The plan of 
operation depends on the anatomy of the varicose 
lesion. Either local analgesia or skilfully given 
general anaesthesia suitable The internal 
saphenous vein is exposed in the groin and divided 
between ligatures with all its tributaries at its 
junction with the femoral vein. Through a long 
needle, with a rough, olive-shaped head which is 
made to abrade the inner wall, 30 ml. of 20 per 
cent saline solution or 10 ml. of ‘‘ P 3G’ (phenol 
crystals 2 per cent, giycerin | » per cent, glucose 
30 per cent, and autoclaved g stat in 0.25 per cent) 
is injected slowly down thy vein. The internal 
saphenous vein is next exposed at the ankle and a 
further 20 ml. of 20 per cent saline solution or 10 
ml. of P 3G is injected upwards. The external 
saphenous vein is sumilarly dealt with tf necessary 
The patient is allowed up on the day of, or the day 
ifter, operation T. J. Evans 


135. Dicumarol in the Treatment of Antenatal 
Thromboembolic Disease. Report of a Case with 
Hemorrhagic Manifestations in the Fetus. 

By J. J. Sachs and J. S. Lasate. Amer. 
Obstet. Gynec., 57, 965-971, May 1949. 2 figs., 
rets 

rhe use of dicoumarol during the postnatal 
period has been established as a safe method for 
the treatment of venous thrombosis and pulmonary 
embolism without inducing uterine bleeding 
Because of the infrequency of antenatal thrombo- 
embolic disease, little is known of the effect of 
dicoumarol on the human foetus However, 
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reports of its administration to cattle with sweet 
clover disease indicate an increased susceptibility 
of the newborn calf to the haemorrhage-producing 
igent, whi'e Quick (/. biol. Chem., 169, 371, 1946), 
in a study of the newborn pups of a bitch that was 
given dicoumarol before parturition, found that 
those of the litter not treated with vitamin K died 
of haemorrhage, whereas the pups that received 

tamin K survived 

A very interesting case is reported of a 23-year 
old multiparous woman who was admitted to 
hospital at the 7th month of gestation with 
bilateral phlebothrombosis of the deep veins of the 
leg, with pulmonary embolism. Heparin was given 
intravenously, 100 mg. every 6 hours for 8 doses, 
and dicourmarol orally in daily doses of 200 mg 
for the first 3; days and then in accordance with 
the prothrombin time, as determined by the Link 
Shapiro modification of the Quick method 
Because of 3 additional episodes of pulmonary 
embolism, each occurring as the prothrombin time 
was allowed to approach normal, it was necessary 
to continue dicoumarol therapy throughout the 
last 2 months of pregnancy and the postnatal 
period. Death of the foetus occurred on the 53rd 
day after admission and on the 74th day a still 
born macerated foetus was delivered. The mother 
received vitamin K during delivery and no 
haemorrhage occurred during the third stage 
Pathological examination of the foetus revealed 
that death was due to multiple haemorrhage, 
apparently caused by dicoumarol 

During the 53 days before foetal death the 
mother had received a total of 3,750 mg. of 
dicoumarol, her prothrombin time was usually 
between 25 and 35 seconds, and at no time did she 
show evidence of haemorrhagic phenomena. Hence 
it would seem that the foetus is more susceptible 
to the drug than the mother, and that maternal 
prothrombin determinations are not indicative of 
the foetal response to dicoumarol 

Lilian Raftery 


136. Conditions with Abnormal Haemolysis in Preg- 
nancy. Toestanden met abnormale bloedafbraak bij 
zwangeren.) 

By G. A. Linpenoom. Ned. Tijdschr. Verlosk., 
373-397. 1949. 2 figs., 38 refs 


137. Anaemia of Pregnancy in Glasgow and 
District. 

By J. M. Scorr and A. D. T. Govan. Bnit 
med. J., 2, 1083-1087, Nov. 12, 1949. 8 figs., 22 
refs 


138. Pregnancy with Sickle Cell Anaemia. Review 
of the Literature and Report of Cases. 

By H. H. Foucue and P. K. Switzer. Amer 
J]. Obstet. Gynec., 58, 468-477, Sept. 1949. 32 
refs. 

139. The Rh Factor in the American Negro. 

By P. M. Santos and R. C. Srepro. Amer. J. 
Obstet. Gynec., 58, 579-582, Sept. 1949. 14 refs. 


140. The Present Status of Rh C 
tion. 

By C. A. Gwynn. N.Y. St. J. Med., 49, 
2302, Oct. 1, 1949. 7 refs 


Rh-investigation of Pregnant Women. (RKh- 
undersokning av havande kvinnor.) 

By B. Booman, H. Marcus, and T. STENSTAM. 
Svenska Lakartidn., 46, 1931-1933, Sept. 16, 1949 
refs 


142. Obstetrical Problems in Rh-incompatibility 
(Les problemes obstetricaux posés par les incompati 
bilities Rh+ Rh ) 

By M. Lacom™e, T. Boreavu, and D. Mayacos 
Sem. Hop. Paris, 25, 2901-2908, Sept. 26, 1949 


143. Pregnancy in Hodgkin's Disease. 
By J]. C. Broucuer. West. ]. Surg. Obstet 
Gynec., 57, 430-434, Sept. 1949. 3 figs., 12 refs 


144. Hypoproteinaemia in Kidney Diseases of Preg- 
nancy. (L'hypoprotéinémie des nephropathies gravidi- 
que 

By H. Piceaup and M. Brux.-méd., 
29, 3307-3308, Nov. 13, 1949 


145. Hypochloremic Uremia during Pregnancy and 
Puerperium. [In English 

By G. A. Lixpesoom. Gynaecologia, Basel, 
127, 147-163, Mar. 1949. 6 refs 

Extra-renal uraemia may arise at any time as a 
result of salt or fluid deficiency in the body, 
particularly when there is some renal deficiency 
The author describes 9 cases of hyperchloraemic 
uraemia connected with pregnancy, in 7 of which 
there was concurrent renal disease such as chronic 
nephritis, pyelonephritis, renal stone. 
Vomiting was the chief precipitating factor, but 
in one case a prolor ved salt-free diet was 
ipparently the only cause of the uraemia. It is 
concluded that a salt-free low-fluid diet should not 
be used indiscriminately; in cases of toxaemia a 
low-salt diet is usually sufficient. Treatment of 
the condition is by restoration of the chloride level 
by means of rectal and hypodermic administration 
of saline solution and extra salt in the food 

Margaret Puxon 


146. Appendicitis Occurring During Pregnancy. A 
Diagnostic Review of 200 Cases. 

By E. G. M. KreiG. Amer. Obstet. Gynec., 
57, 730-741, Apr. 1949. 

This paper | which is not very clearly presented | 
discusses 200 cases of appendicitis in pregnancy 
occurring in 4 Detroit hospitals. Of these cases 
52 are described as acute and 125 as non-acute 
appendicitis “' according to tissue diagnosis '’; 21 
patients were discharged without operation and 
it appears that the author considers only 5 of these 
to have had active appendicitis. An analysis of 
data is presented in 3 tables which show or suggest 
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respectively (a) that pregnancy with appendicitis 
is COMmmMonest in younger patients, (b) that acute 
cases occur more often in the winter months, and 
(c) that they are unrelated to pregnancy per se 
For diagnosis of the acute cases the author relies 
chiefly on a history of sudden onset (occasionally 
preceded by vague gastro-intestinal symptoms), 
generalized colicky pain in the abdomen (usually 


with nausea or vomiting and localization of a 
steady pain in one small area. He claims that 
th triad indicates the presence of acute 


ippendicitis with few exceptions, regardless of any 
contrary physical or laboratory findings On 
examination, only g patients had muscular rigidity 
ind only 27 had tenderness over Mc Burney’s point 
The criteria for diagnosis of the 125 non-acute 
cases remain vague The paper is somewhat 
slovenly in this part [he leucocyte count, which 
was carned out in 140 cases, was found to be 
unreliable as an aid to diagno In 15 cases the 
ippendix was removed because the abdomen had 


been opened owing to an error of diagnosis 
Histories are given of the § cases which the author 
interprets as of active appendicitis but which 


ome iped 
The author favours immediate operation in all 
ises presenting is tnad of symptoms 

The virtue of this paper lies in its drawing 
attention to the fact that coexisting pregnancy 
does modify the clinical picture of acute append 


yperation, also of the 4 patients who died 


it especially the physical signs of the disease 

Hut the main point is inadequately discussed and 
on lost in some confused and even contra 

writing PB. Wells 


Pregnancy and Intestinal Obstruction: A 
Dangerous Combination. 

By BeLLinGHaM MaAcKEY ind 
Wi Ved. | lust 2. 318-321 Aug. 27 


Pregnancy Complicated by Regional Heitis. 
By Wf W) \ |. ind | Ss 
(,1RSON / 45 SS; Sept 1949 


Torsion of a Chylous Mesenteric Cyst During 
Pregnancy t eux«dut entere 
Mm. Y and A. BRZEZINSKI 
128, 256 m, 1949 


Diabetes and Pregnancy A Clinical Analysis 
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times as common as in non-diabetic 
Early Caesarean 


was 
patients in the same hospital 
section is considered the surest method of 
obtaining live babies but is not advocated as a 
routine procedure Rk. D. Lawrence 


151. Diabetes Mellitus and Pregnancy. 
By O. V. Preyean and J. B. Grirrix. Texas 
]. Med., 45, 627-630, Sept. 1949. 8 refs 


152. Diabetes Mellitus and Pregnancy. 
By D. R. SHeumack. Med. J. Aust., 2, 553-558. 
Oct. 15, 1949. 12 refs 


154. Diabetes in Pregnancy. Laboratory Assistance. 
By B. J. Bastt-Jones. Med. J Aust., 2, 558 
§94, Oct. 15, 1949. 38 figs., 17 refs 


154. The Administration of Histamine During Preg- 
nancy: Apparent Lack of a Clinical Oxytocic Effect 
with Small Doses. 

By T. W. McEuin and B. T. Horton. Amer 
/. med. Ser., 218, 432-438, Oct. 1949. 32 refs 


155. Studies on the Therapy of Benign Pain, Neu- 
ralgia, and Neuritis of Pregnancy (Histamine 
Nicotinate and Synthetic Antihistaminic Drugs. Re- 


lation of Antihistaminic Drugs to Aneurin). (Contri 
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Syndrome  Fol- 
lowing Influenza in the Mother During Pregnancy. 
Laurence-M Be Bardet-Svndrome nact Grip 


eerkrankunge der Mutter ahrend der Schwanger 


NIEDERER. Schwet med. Wschr 
79, 1061-1062, Nov. 5, 1949. 2 figs., 9 refs 


Coliform Infection of the Urinary Tract. 
By P. M. Coreman and S. Taytor. J. cl 
Path., 2, 134-137, May 1949. 16 refs 
! rom Bolton, Lancashire, records 


the type of colifort rvanisms found in 200 con 
‘ tive cases of urinary infection. The cases were 
divided into two group Group 1 included cases 
of pyelitis and cystitis without a gross surgical 
lesion of the umnary tract (mostly in women, and 

stly a it wit p fi 
sisted of cases secondary to an obstructing or other 
pathol il lesion (mostly in men, with enlarge 
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In 48 out of 60 cases in group I Bacterium coli 
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the ise, Bact. coli being relatively uncommon 
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equal proportions by Proteus vulgaris, Proteus 
morgant, Bact. aerogenes, and Gram-positive 
cocci. A pure culture was most unusual 

These findings are of great importance as regards 
treatment. Bacteriostatic concentrations of pen 
cillin or sulphonamides in urine against Bact 
aerogenes or Proteus morgan: cannot be obtained 
Thus for cases in group II streptomycin is the only 
drug which will produce bacteriostasis of the 
mixed collection of organisms usually present, and 
this only for a short time. Its use is therefore 
confined to producing a temporary clear field for 
a surgical procedure FE. B. Cockett 


155. Secondary Effects of Penicillin in Pregnancy 
and the Puerperium. (Efectos secundarios de la peni 
cilina durante el embarazo y el puerperio.) 

By C. Cot_merro-Laroret. Rev. esp. Obstet 
Ginec., 7, 148-156, May-June 1948. 11 refs 

A series of 26 cases treated with penicillin during 
pregnancy or the puerperium is reviewed. The 
drug was usually given in saline in doses of 30,000 
units 3-hourly, but in some cases it was suspended 
in oil or wax The total dosage varied between 
200,000 and 2,400,000 units 

Eleven patients were treated in the first half 
of pregnancy for gonococc al or pyogen infections, 
and in one case for primary syphilis. In 4 patients 
the institution of treatment was followed by slight 
pains and bleeding, but the pregnancy was not 
disturbed. In the patient with syphilis a sponta 
neous abortion of a 2-month complete sat 
resulted. Five patients were treated in late 
pregnancy for gonococcal or pyogenic infections; 
slight pains ocurred in one case. Ten patients 
were given treatment in the puerpenum for pelvic 
infections or for early mastitis; in 4 of them there 
appeared to be an increase of the lochia, and in 
2 a decreased secretion of milk 

A review of the literature shows that other 
iuthors have reported similar findings, though 
some have denied that there is any increased risk 
of abortion with penicillin treatment. There is also 
great variation of opinion about the explanation 
of these complications, as some authors have attr 
buted them to therapeutic shock and others to the 
presence of impurities. While the present author 
considers that these complications are a result of 
penicillin treatment, he feels that the exact 
mechanism cannot at present be explained, and 
that the varying composition of commercial pre 
parations makes companson of results difficult 

Bryan Williams 


19. Pregnancy and Tuberculosis. 
By G. ScHagrer. Amer. J. Obstet, Gynec., 58 
503-509, Sept. 1949 36 refs 


160. Tuberculosis and Pregnancy. (Tuberkulose und 
Schwangerschaft. ) 

By A.M. Leuze. Dtsch. GesundhWes., 4, 945 
945, Sept. 22, 1949 
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r61. Pulmonary Tuberculosis and Pregnancy. 
(Longtuberculose en zwangerschap.) 

By J M VERSTRAETEN Belg Tijdschr. 
Geneesk., §, 951-957, Oct. 15, 1949. 16 refs 


162. Genital Tuberculosis and Pregnancy. (Genital. 
tuberkulose und Schwangerschaft.) 

By H. Metnrenken. Zbl. Gyndk., 71, 418-435, 
1949. © figs., 35 refs 


164 Pulmonary Mucormycosis Complicating Preg- 
nancy. 

By J. B. Lioyp, L. I. Sexton, and A. T. 
Hertic. Amer, J. Obstet. Gynec., 58, 548-552, 
Sept. 1949. 1 fig., 3 refs 


164. The Question of Antenatal and Intranatal 
Malaria. {In Russian 

By S. F. Surnkareva. Akush. Ginek., No. §, 
16-18, Sept.-Oct. 1949. 3 refs 


165. Malaria and Pregnancy. (Algunas considera 
ciones sobre el paludismo asociado al embarazo., ) 

By Kk. Caso, N. O. pt Fonzo and F. FERNANDEZ 
Kozas. Prensa med. argent., 36, 2082-2084, Oct 
14, 1049. 3 refs 


106. Treatment of Malaria in Pregnant Women. 
In Russian 

By Y. A. VinoGrapova. Akush. Ginek., No. 5, 
18-20, Sept Oct. 1949 


107 Combined Extrauterine and Intrauterine Preg- 
nancy. 

By J. P. MichHarts. Amer, J]. Obstet. Gynec 
57. 717-723, Apr. 1949. 22 refs 

The author reviews the literature on combined 
and compound extrauterine and intrauterine 
pregnancy and adds one case of his own which he 
brought to a successful conclusion, and three cases 
admitted to the Charity Hospital of Louisiana, 
New Orleans, during the last ten years. The 
incidence of combined pregnancy is slightly less 
than 1 per cent of ectopic pregnancies. He 
advocates the more frequent use of diagnostic 
puncture of the pouch of Douglas, early and liberal 
blood transfusion, avoidance of removal of the 
placenta in abdominal pregnancy, and substitu- 
tional hormone therapy in cases where the corpus 
luteum has to be removed Ruth Dearing 


108 Coexisting Intrauterine and Extrauterine Preg- 
nancy. 

By R. S. Cron and ] G. STOUPFER Wis. med. 
].. 48. 923-924, Oct. 1949. 6 refs 


169. A new Case of Combined Extrauterine and 
Intrauterine Twin Pregnancy. (Ueber cinen neuen 
Fall von Kombinierter extraund intrauteriner Zwil- 
lingsschwangerschaft.) 


sy H. Worrr. Zbl. Gynik., 71, 486-489, 1949 
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priumiparae and 65 per cent of the multipara¢ 
Che average total duration of physiological labou 
18 hours in primiparae and 9% hours in 
In only 2 per cent was th: 
blood loss up to half an hour after 
than 20 fi. oz. (568 ml.). In 50 per 
the patient received no sedative 
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1 Length of Labour and the Daily Rhythm of 
Clinical Onset of Labour. ||» denni 
rytmus klinicks porodu 

By J MALEK Gynaek., 14, 209 
1949 

From by mathematical methods of 
3,900 births which took place in Prague maternity 
homes in April, May, and June, 1946, the author 
irrives at the following conclusions. Most labours 
tart dunng the night (at 2 to 3 a.m.), and these 
labours are the shortest, they are of the 
neurohormonal type, that is, biologically prepared 
This imples softening and partial (painless) dilata 
tion of the cervix before the onset of labour 
\nalysis of deliveries with rigidity of the soft parts 
where Dtihrssen's incisions or metreurysis had to 
be performed) shows, on the other hand, that they 
usually start during the day. The same holds true 
of cases of manual removal of placenta, so that 
biological preparation seems also to affect the third 
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stage. These biologically unprepared cases (neuro 
genic type of labour) are associated with an 
increased neonatal morbidity (jaundice, loss of 
weight) A. Rohan 


178. The Lower Uterine Segment: Its Derivation and 
Physiological Behaviour. 

By D. N. Danrortu and A. C. Ivy. Amer. / 
Obstet. Gynec., $7, 831-841, May 1949. © figs., 5 
refs 

The authors attempt in this paper to present a 
new conception of the formation of the lower 
uterine segment Their main thesis is that the 
inferior border of the lower uterine segment is at 
the fibro-muscular junction of the cervix with the 
body of the uterus, and that the upper border of 
lower uterine segment is at the point on the uterine 
wall below which the uterus must dilate in order 
to allow the baby to pass. In other words, that 
the lower uterine segment is that portion of the 
uterine musculature which undergoes circum 
ferential dilatation during labour, and that its 
extent is dependent on the size of the presenting 
part and its level in the uterine cavity. Evidence 


is brought forward that brachystasis (progressive, 
ratchet-like thickening with successive uterine 
contractions) occurs in this lower uterine segment 
just as it does in the upper segment, and that 
thinning in the first stage of labour is due not to 
passive elongation but to active shortening of the 


cup-shaped lower pole, with dilatation as it is 
pulled up above the presenting part. Elongation 
of the lower uterine segment occurs only during 
the second stage of labour when there is significant 
obstruction to be overcome. The authors have 
studied the formation of the lower uterine segment 
in frozen anatomical specimens and also by means 
of radiology during labour after putting metal clips 
on the anterior and posterior lips of the cervix 

G. Gordon Lennon 


179. On the Motility of the Uterus During Labour 
and the Influence of the Motility Pattern on the Dura- 
tion of the Labour. {In English. | 

By S. Karison. Acta obstet. gynec. scand., 
28, 209-250, 1949. 25 figs., 32 refs 

By means of his special recording apparatus, 
which embodies an intra-uterine receptor prob+ 
carrying three suitably placed receptors, the 
author obtained simultaneous graphic records of 
the movements of contraction and relaxation in 
the corpus, the lower uterine segment, and the 
cervix during labour 

An account, with reproductions of the graphic 
recordings obtained, is given of uterine motility 
in six primigravidae in the first stage of labour 
The study was made at the Women’s Clinic, 
Karolinska Sjukhuset, Stockholm, and normal 
cases were chosen. An attempt was made to 
determine the relation between the type of 
recording and the duration of labour. 

The dilatation of the cervix was noted when the 
apparatus was inserted and subsequent progress 
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was checked by repeated rectal examinations. 
According to the predominant speed of dilatation 
of the cervix the 6 cases were divided into 3 pairs. 
in the first pair speed of cervical dilatation was 
normal, in the second pair rapid, and in the third 
pair slow. The graphs in the ‘‘ normal’’ cases 
show that early in the first stage there was a lack 
of co-ordination between the upper and lower 
uterine segments and an absence of cervical con 
traction. There followed co-ordination in all three 
rewmons with approximately synchronous contrac- 
tions During this time there was no obvious 
progress in the delivery and the pains were slight 
Later the cervix became more active and a 
peristaltic type of co-ordination appeared, the 
contractions in the corpus and lower segment 
encountering a relaxed internal os. Dilatation of 
the cervix followed. The motility pattern during 
ervical dilatation included isolated contractions 
in the various regions, sync hronous contractions, 
ind peristaltic contractions. The ‘‘ rapid '’ cases 
were associated with considerable uterine irrita 
bility in all three regions and with a co-ordination 
mainly peristaltic in type. The pattern of the 
slow "’ cases was one of synchronous contrac 
tions with little tendency to cervical relaxation. 
The author concludes that the more purely 
peristaltic the pattern the more rapid will be the 
dilatation of the cervix and the shorter the labour 
William Love 


iso. Rapid Delivery by means of Injection of a 
Mixture of ** Orasthin and Leptazol. (Schinellent 
bindung durch intravendse Orasthin-Cardiazol-Misch 
spritze.) 

By H 


1949 


Bartrzer. Zbl. Gynik., 71,. 796-804, 


rSt. Delivery After the Strassmann Operation. 
(Geburt nach Strassmannscher Operation. ) 

By E.-F. Mirrectporr. Zbl. Gynik., 71., 650 
672, 1949. Bibliography 


182. Two Normal Deliveries after a Kirschner and 
Wagner Plastic Operation on the Vagina. (7 weimalige 
normale Entbindung nach Scheidenbildung mit Kir 
schner-Wagner-Plastik. ) 

By G. Pororscunic. Zbl. Gyndk., 71, 792-796, 
1949 


154. Premature Rupture of the Membranes. 
By H. T. Arxrns. Amer. ]. Obstet. Gynec., 58, 
505-569, Sept. 1949. 2 figs., g refs. 


184. On Induced Labor (Experiences through a 
5-year Period). {In English.| 

By S. StamMer. Acta obstet. gynec. scand., 29, 
101-137, 1949. 16 refs. 


185. Constrictor Effect of Various Oxytocics on the 
Uterine Vessels. (Die konstriktorische Wirkung ver- 
schiedener Wehenmittel auf die Uterusgefisse.) 
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Gynaecologia, Basel, 
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zol|. (Des effets oxytociques de l'association sulfate de 
spartéinepentaméthyléne tétrazol.) 

By H. Durant. Brux-méd., 29, 1059-1060, 
May 15, 1949. 23 refs 

The oxytocic action of sparteine sulphate was 
first recognized by Kleine in 1939. Pentamethy- 
lene tetrazol (leptazol) has also an oxytocic action 
The author therefore studied the effects of a com 
bination containing 100 mg. sparteine sulphate 
and 100 mg. leptazol per ml 

Sparteine iaiele has oxytocic properties com- 
parable to those of posterior pituitary extract, but 
acts more gradually. In the first stage of labour, 
especially if there is already 2 to 3 cm. cervic al 
dilatation, injection of 1oo to 200 mg sparteine 
sulphate causes stronger and more regular contrac- 
tions. In cases of uterine hypotonia or of arrest 
of contractions the effect is comparable to that of 
pituitrin. The effect may last for 1"; to 3 hours 
and t' «jection may be repeated. During the 
secom, stage, the analogy with pituitrin is striking, 
but sparteine pg has the advantages of being 
es danger ot haven no contra-indications 
fexcepting mayor disproportions and plac enta 
praevia), and of stimulating cardio-respiratory 
function. Sparteine sulphate is useless for induc- 
tion of labour. It is to be preferred to pituitrin 
in trial labour 

The author emploved a combination of spartemne 
sulphate and leptazol in 37 cases in which no other 
agents were used. and in 45 cases where other 
medication was resorted to 

There was no intolerance or toxicity for mother 
or child. The usual dose was 1'; to 2 ml. (150 to 
200 mg.) of each drug, preferably given after 2 to 
3 cm. cervical dilatation. Contractions appeared 
after 10 to 15 minutes, lasting for from 45 minutes 
to 2', hours. There were 2 complete failures and 
2 partial failures to evoke adequate contractions. 
In 7 cases the drugs were used with complete 
success in premature deliveries. Of 8 cases in 
which the injection was made during expulsion, 
forceps delivery was necessary only twice. Induc 
tion of labour failed in 8 cases. Forceps were 
necessary in only 6 cases out of the 82 

The injection was given once for retained 
placenta (one hour) with success, and in one case 
the injection was successful after complete failure 
of pituitrin 

The authors conclude that leptazol accelerates 
dilatation and prevents foetal asphyxia, that 
sparteine si aul hate is a powerful oxytocic drug, 


celerating and reinforcing uterine contraction in 
a more controlled manner —~ pitultzin, and that 
the aes ition of the two dr is to be recom 


because it is harmless (no 
danger of uterine tetany) and there are no contra- 
indications H. Godar 
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Uterus auf das wehenanregende retrohypophysare 
Hormon.) 

By J]. Boretta Liusia and A. MALDONADO DEI 
CASTILLO Gynaecologia, Basel, 127, 273-285, 
May 1949. 8 figs 

The authors have studied the action of procaine, 
both alone and in combination with oxytocic 
posterior pituitary hormone, on the human uterine 
muscle im vitro and in vivo. Twenty-eight strips 
of muscle, removed at operation from pregnant 
and non pregnant human uteri, were suspended u 
250 ml. of Tyrode solution at 37° C. and connected 
to a kymograph. Addition of 0.01 ml. of a 1 per 
cent procaine solution, which produces weak but 
definite contractions in the uteri of rodents, had 
no effect on human uterine muscle fibres. On 
further addition of 0.01 unit of pituitrin, however, 
which alone has very little oxytocic effect, the 
muscle contracted thrice as vigorously 

Twenty-two women, mostly multiparae, in the 
later part of the first and in the second stage of 
labour were given 50 mg. of procaine intra 
venously, or 0.5 to 2.0 g. hypodermally or by the 
epidural route, without effect on the frequency or 
strength of the uterine contractions. Forty-six 
partunent women were given similar doses of 
procaine, with 1 to 2 units of pituitrin either at the 
same time or at varying intervals before or after 
the procaine injections Tocographic studies 
showed considerable increase in strength and 
frequency of the uterine contractions 

The authors conclude that procaine sensitizes 
the human uterine muscle to oxytocic posterior 
pituitary hormone both im vitro and tn vivo. They 
consider that this action may be due to its (phar 
macologically proved) antagonism to cholines 
terase N. Alders 
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iS8. Alkaloids of the Ergobasin Group as Oral 
Oxytocics. (Die Alkaloide der Ergobasingruppe als 
orale Wehenmittel.) 

By K. Hreyrowsky 
1949. 43 rets 


Zbl. Gyndk., 71, 825-833, 


1Sy. The Oxytocic Partergin. (Ueber das Wehen 
mittel Partergin. ) 

By H. Spurn. Zbl. Gyndk., 71, 820-825, 1949 
11 refs 


140. The Use of Pituitrin Before Delivery. A Review 
of the American Literature. 

By N. Herzic. Obstet. gynec. Suri 
470, Aug. 1949. Bibliography 
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19t. Prolonged Labour. English 
By P. Vara. Acta obstet. gynec 
490-509, 1949 3 figs 


scand., 28, 


This investigation was based on 12,031 occipito 
anterior deliveries at term conducted at the 
Women's Clinic II of Helsinki University between 


1942 and 1948. The children weighed 2,500 g. or 
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more. Primiparae numbered 5,478, 4,123 being 
under 30 years of age and 1,355 over 30, and there 
were 6,553 multiparae. Cases of prolonged labour 
due to contacted pelvis, cephalopelvic dispropor- 
tion, malformations, intra-uterine death, myomata, 
placenta praevia, accidental haemorrhage, prema 
turity and plural pregnancy were excluded 
Labour was regarded as beginning with the first 
painful contraction or with premature rupture of 
the membranes and as concluding with the end of 
the second stage 

The incidence of deliveries after 24 hours fot 
both groups of primiparae showed a fall, After 30 
hours about 80 per cent of all deliveries were 
completed. The incidence of deliveries of multi 
parae decreased after 18 hours. Prolonged labour 
per se was not necessarily pathological; some 
other factor such as irregular contractions was 
involved in pathological labour. After premature 
rupture of the membranes the cervix was found 
to dilate during the latent period before the onset 
f pains. The duration of the latent period bore 
no relation to the duration of painful labour. The 
frequency of premature rupture of the membranes 
in primiparae and multiparae decreased as the 
duration of labour increased. As the duration of 
labour increased the interval from spontaneous 
rupture to delivery became relatively shorter 
Rupture of the membranes, especially artificial 
rupture, expedited delivery Primary and 
secondary uterine inertia showed an increasing 

icidence in both primiparae and multiparae as 
labour increased in duration. The cervix dilated 
more rapidly after artificial than after spontaneous 
rupture in primiparae, especially if the cervix was 
more than 4m, dilated. The number of operative 
deliveries was greater in the old group of 
primiparae and showed an increase after 30 hours’ 
labour; in multiparae an increase was noticed after 
24 hours. There were 57 (0.46 per cent) dead 
infants in all, 0.51 per cent (21 cases) in the 
younger primiparae, 1.03 per cent (14 cases) in the 
older primiparae, and 0.34 per cent (22 cases) in 
‘he multiparae. The infant mortality in the group 
of older primiparae was high, because of the high 
operative rate. The maternal mortality was 0.03 
per cent (4 Cases; 1 primipara and 3 multiparae) 
In none of these fatal cases was labour prolonged. 
The frequency of infection did not increase with 
the duration of labour 

The age at puberty and the height and weight 
of the mother had no influence on the duration of 
labour The weight of the child had no 
statistically significant effect Postmaturity was 
not found to be associated with longer duration of 
labour. Atonic third-stage bleeding did not seem 
to become commoner with longer labour 


William Lows 
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geburtsmechanischen Hemmungen und thre operative 
Ueberwindung beim engen Becken.) 


By R. and E. Kneser 
71. 753-775 figs 
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Inco-ordinate Uterine Action in Labour. 


Edinb. med. J. 56. 
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spontaneously, rapidly, and easily the next time. 
Uterine action improves with each labour and 
when abdominal section is performed in the first 
pregnancy the outcome of the second is largely 
dependent on the degree of dilatation of the cervix 
it the time of the operation The greater the 
dilatation achieved the more likely is the next 
delivery be uneventful This fact should 
influence judgment as regards treatment, but is 
frequently overlooked 

Adequate sedation is still considered the best 
treatment for inco-ordinate  uterime action. 
Oxytocic drugs are sometimes of dramatic value in 
the true hypotonic inertia, but in all other cases 
ire useless or dangerous Anxiety or 
lervousness as an aetiological factor is questioned, 
is this does not seem to be correlated with the 
of disordered action and _ parity. 
\ reassessment is suggested of the respective roles 
of neuromuscular disturbance and unnatural 
mechanical resistance of the soft tissues of the 
lower part of the uterus.” 

Finally, in a short discussion 
dystocia the suitable for 
incision of the cervix is indicated 

The clinical descriptions of the various types 
of inco-ordinate uterine action, and the many 
tables of statistics, should be studied in the 
original paper C. Christopher Bowley 
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195. Ruptured Uterus. A Report of 42 Cases. 

By J. E. Fivzcreracp, A. Wesster, and J. E. 
lELDS Gynec. Obstet., 88, 652-660, May, 
1949. 2 figs 

From 1928 to 1947, 42 cases of ruptured uterus 
were seen at the Cook County Hospital, Illinois; 23 
mothers died and g infants survived. In the same 
period 226 women were delivered of viable 
infants The have grouped where 
possible, and each case is briefly reviewed. In 16 
the rupture occurred before admission to 
hospital, and in 26 cases while the patient was in 
hospital. Rupture followed a previous Caesarean 
section 1n G Cases (upper segment 7, lower segment 

and in 2 of these the rupture was discovered 
only during a re peat operation Transverse lie was 
the immediate cause in 6 cases, and version and 
extraction in 3 ¢ \ careful analysis of this 
group suggests that the manipulations themselves 
were directly responsible for the rupture in 6 of 
the Rupture followed the use of oxytocic 
drugs in 4 cases; and a long labour, probably with 
dist was the cause in 6 Two 
further « resulted from obstruction due to 
lrocephalus. A rapid labour appeared to be the 
cause in 4 ¢ ind 5 were due to trauma, either 
external or internal In 2 cases rupture was not 
ind was presumed to be 
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A review of these cases suggested that immediate 
surgery with hysterectomy was the correct 
procedure, and that little could be gained by delay 
n operating L. W. Lauste 


196. Spontaneous Rupture of the Uterus with 
Placenta Increta. (Spontane Uterusruptur bei Placenta 
Increta. } 

By H. J}. Krause. Zbl. Gynak., 71, 462-464, 
i949. 2 figs., 20 refs 


197. Spontaneous Rupture of the Uterus. 
By H. P. Larruapa and J. W. Moore. Amer. 
/. Surg., 78, 534-536, Oct. 1949. 3 figs., 3 refs. 


198. Spontaneous Rupture of a Gravid Uterus at the 
Fifth Month. (Rupture spontanée d'un utérus gravic 
iu cinquieme Mois 

By M. Gaston-CLraupe Simon. Bull. Sod 
chirurgiens, Paris., 39, 153-159, 1949. 2 figs., 17 
refs 


199. Spontaneous Uterine Rupture During Labour, 
with a note on Conservative Technique in Operation 
for Uterine Rupture. (Spontan rupturierender Uterus 
intra partum und Beitrag zur konservierenden Opera 
tionstechnik der Uterusruptur,.) 

By O. Lacumann. Zbl. Gynak., 71, 460-462, 
1949 


200 Rupture of the Symphysis and its Treatment. 
Die symphysenruptur und ihre Behandlung.) 

By R. Koses and K. Zbl. Gyn4k., 71. 
786-792, 1949. 3 figs., 18 refs 


201. Rupture of the Rectum with protrusion of the 
Sigmoid Colon Intra-partum. (Mastdarmruptur mit 
sigmaastritt intra partum.) 

By A. Stany. Zbl. Gynak., 71, 535-538, 1949. 
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202. Transverse Presentation of the Fetus. An 
Analysis of 186 Consecutive Cases. 

By C. M. JoHNson. Amer. ]. Obstet. Gynec., $7, 
765-709, Apr. 1949. 3 refs. 

This paper presents a study of 186 consecutive 
cases of transverse le occurring in 89,526 deliveries 
it the Charity Hospital, New Orleans, during the 
period from 1906 to 1945. There were 19 maternal 
deaths, of which 11 occurred in the first 62 cases 
of the series The foetal mortality, excluding 
monsters, was 68 per cent Multiparity is 
emphasized as the chief factor in the aetiology of 
transverse presentation and was deemed the sole 
cause in 58 per cent of cases; only 16 per cent of the 
patients were primiparae. Prematurity accounted 
tor 14 per cent and in 8 cases the condition was 
due to twins Only in 8 cases was the 
malpresentation attributed to  cephalo-pelvic 
disproportion and none to pelvic tumour, The 
author stresses the delay which occurred in 
diagnosing most of these cases, including many in 
which the patient was already in hospital. Very 
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few of the patients had been X-rayed and ina large 
number the condition was undetected until after 
the cord or an arm had prolapsed. The 
outstanding factors causing foeta: deith were 
early rupture of membranes and: prolonged 
labour. Among 67 patients admitted with intact 
membranes the toeta’ mortality was 37 per ce.t, in 
114 with ruptured membranes the rate was 79 per 
cent Among those women delivered within 12 
hours of the onset of labour the foetal death rate 
was 41 per cent, among the remainder it was 92 
per « ent 

Early diagnosis and treatment by external ver- 
sion are counselled, But if the condition persists in 
spite of attempted version great stress is laid on 
preserving the membranes intact as long as 
possib!e—preferably until the os is fully dilated. It 
is suggested that this may sometimes be accom- 
lished by inserting a vaginal bag to make counter- 
pressure against the membranes in the manner 
recommended by Eastman (Amer. J]. Obstet 
Gynec., 1932, 24, 40). Version and extraction 
should be delayed until after complete dilation of 
the os. If the membranes rupture early, 
Caesarean section is advised, unless contra-indicated 
by sepsis. The foetal death rate in cases treated 
by Caesarean section was only 25 per cent. 
Finally, the requirements for version are sum- 


marized Calvin P. B. Wells 


203. Transverse or Oblique Presentation of the Fetus 
in the Last Ten Weeks of Pregnancy: Its Causes, 
General Nature, and Treatment. 

By S. STEVENSON. Amer. J. Obstet. Gynec., 58. 
432-446, Sept. 1949. 4 figs., 15 refs. 

204. The Role of the Fetal Back in Atypical Occiput 
Posterior Positions. 

By W. L. Smiru. Amer. J. Obstet. Gynec., 58. 
553-586, Sept. 1949. 2 figs., 7 refs. 

205. The Attitude of the Fetus in Breech Presenta- 
tion. 

By H. L. Wiricox. Amer. J. Obstet. Gynec., $8, 
478-487, Sept. 1949. 3 figs., 7 refs. 

206. Treatment of Arm Prolapse in General 
Practice. (Zur Behandlung des Armvorfalls in der 
Praxis) 

By W. 
584-588, Nov. 15, 1949 

207. Dystocia due to Congenital Anomalies of the 
Newborn. (Dystocie par anomalie congénitale du 
nou veau-né. ) 

By H. Gonar Brux.-méd., 29, 3140-3142, 
Oct. 16, 1949. 4 refs 
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208. Cartilaginous Multiple Exostoses in Connec- 
tion with Labor. [In English 

By S. Timonen. Acta obstet. gynec. scand., 29, 
138-149. 1949. 9 figs., 4 refs 
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Necropsy find ul inalyzed in patients 
who died at the Glasgow Royal Maternity Hospital 
from comple ations in the third stage of labour; 66 
patients died as direct result of haemorrhage and 
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separated placenta was retained by a constriction 
ring. In both instances the placenta was removed 
manually during life with death of the patient a 
few hours later 
Intrapertoneal rupture (2 cases), with 
of the placenta into the peritoneal cavity 
Most of the patients in the whole series died 
within 8 hours of delivery, death being due to a 
ombination of shock and haemorrhage in varying 
egTecs Three important blood loss, 
traumatic shock due to the manner of removing 
the placenta, and the length of the third stage 
Blood transfusion will save those patients who die 
either from brisk haemorrhage or a continued 
but in many cases the blood loss was 
minimal and death was due mainly to shock 
Necropsy findings were analyzed in relation t 
the three obstetric In one unit 
no interference in the was permitted; 
in the other two more um was allowed, and if 


escape 
tactors are 


vradual loss, 


units responsible 
third 
freeck 
ittempts at expression failed manual removal was 
performed. There 16 d 12 hours 
f delivery in the unit ind 13 and 1 
respectively in the There were 11 
deaths after first unit and 12 and 
respectively in the remaining two. It is therefore 
sted that omission of forcible expression and 
may be at ke 
ance Most of th ths occurred 
which the third stage lasted tor over 3 
ind it appeared that once this stage had 
reached there little difference in the 
results whether the placenta was then removed 
r leit in the 

Phere post-partum 
haemorrhage, 6 due to rupture of the uterus or 
severe cervical lacerations, and 19 to atonic post 
partum haemorrhage after delivery of the placenta 
In each of these 
delivered 
lehivery and always within an hour 
of the patients the 
comphcated 


stave 


were iths within 
first 
other 


12 hours in the 


two 


ial removal dangerous as 


erform 


im 


been was 
uterus 


wert 25 cases ot severe 
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minutes after 
but in many 

confinement had been 

No explanation is offered for the 

whaviour of the uterus in this type of case 

]. Stallworth, 


easily usually ai few 


zio. Artificial Delivery of the Placenta and Puer- 
peral Morbidity. 
les suites de couche 

By KR. Kerrer and L 
Obstét., 48, 1608-180 


Deliverance artificielle et morbidite 


CHIOANNI (rynes et 
1444 2 rets 

The authors anal 
n the third stage of labou la 


ming 2 ent ty 


results o 


miterterence 
series Of 145 cases, 
ries of 
OOO onfinements in the 
Obstetrics and 
Medicine in 
interference 


Ly partment ot 
ology of the Faculty of 
Strasbourg Ihe indications for 
ire stated to be 1) haemorrhage 

ier massive or small and continued: (2) retained 
placenta partially separated or ad 


separ ited, 


Bit 
— 
sil i t 
the whol 
‘ erator rem 
it ‘ real 
is found n 
stuched it wa 
cases ina 
the upper and th Ura? 
retent of placenta 
not ppea t 
conditior hac me ‘ 
function, ma the labours bens 
iverage duration th econd stawe 
i 
hours 
| 
P 
| 


REVIEW OF CURRENT LITERATURE 


herent; here interference is indicated if 2 hours 
elapse without evidence of mmminent expulsion. 
The authors invariably attempt manual expression 
of the placenta, with a general anaesthetic if 
necessary, before embarking on an intra-uterine 
manceuvre, in which no particular technique is 
insisted upon so long as it is carried out gently and 
with the maximum asepsis. [They generally 
appear to employ manual removal of the placenta | 
The manceuvre is always accompanied by 
intravenous injection of posterior pituitary extract. 
In the present series 3 deaths occurred, in none 
of which, it is claimed, did manual removal of the 
placenta appear to have played an important part. 
Of the remaining 145 cases, 17 (1! per cent) 
developed a morbid condition in the puerperium— 
one-day fever in 10 cases; several days’ fever of 
undetermined origin in 6 cases; and thrombophle- 
bitis in one case. The authors dismiss all but 5 of 
these as being associated with either intranatal 
fever or some previous obstretric manq@uvre. They 
thus give a corrected total of 5 cases out of 148 
(3.8 per cent) in which the morbidity appeared to be 
directly due to the manual removal. Tables are 
given showing the effect on morbidity of: (1) the 
time interval between delivery and manual 
removal; (2) the interval between rupture of the 
membranes and delivery; (3) the duration of first 
ind second stages: and (4) the total duration of 
labour The influence of trauma, degree of 
ittachment of the placenta, and the presence or 
absence of pathological organisms is discussed with 
reference to manual removal and the authors’ 
technique of delivery. They stress the value of 
the early artificial rupture of the membranes as 
1 means of preventing prolonged labour, and of 
the frequent use of a deep episiotomy to shorten 
the second stage They strongly emphasize the 
value of terminating the third stage of labour 
within 2 hours of delivery of the baby. 
Chemotherapy has been employed only in case of 
difficult labour, haemorrhage, and difficult manual 
removal or where there was established puerperal 
fever Donald Bedton 


zit. Retention of the Placenta and its Treatment 
with Special Reference to Prolonged Retention. (Ueber 
Plazentaverhaltung besonders von langer Dauer, und 
leren Behandlung. ) 


By Janiscu-Raskovie. Zbl. Gyndék., 71, 
SoS-Si6, 1949 


212. The Placental Stage and Postpartum Hemor- 
rhage. ) 
By W. J]. Dieckmann, A. G. Sesxi, C. P. 
McCartney, and R. C. Smirrer. N. Y. St. J. 
Wed., 49, 2287-2294, Oct. 1, 1949. 1 fig., 21 refs 


214. Two Cases of Recent Puerperal Inversion of the 
Uterus, and the Combating of Associated Shock by 
Ether Anaesthesia. (Zwei Fille von frischer puerper 
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iler Inversion des Uterus und ihre Schockbekampfung 
durch Athernarkose.) 

B. W. Harrincen. Zbl. Gyndk., 71, 454-457. 
1949. 


214. Idiopathic Uterine Inversion. (Ueber idiopath 
ische Uterusinversion.) 

By A. Vernacen. Gyndk., 71, 458-459, 1949 
1 ref, 


215. Spontaneous Pne diasti 
nancy. 

By D. J. MacRar. Lancet., 1, go2-go4, May 28, 
1949. 13 refs 


in Preg- 


A primipara aged 29 was found half an hour 
after the end of a normal labour, in which gas-and- 
air analgesia was used, to have surgical emphysema 
of the face. After 12 hours there was some pain in 
the chest and tachypnoea with short, shallow 
breaths. By the following day crepitus was 
palpable in the face and neck, the front of the 
chest, and both deltoid muscles. The emphysema 
disappeared in 5 days. J. G. Scadding 


216. Trauma in Labour; Hypertensive Emphysema 
of the Mediastinum. (Traumatismo do parto; enfisema 
hipertensivo do mediastino. ) 

By J. Pinto. Rev. Ginec. Obstet., 2, 11-15, 
Sept. 1049. 4 figs 


ANAESTHESIA. 


217. Experience with Spinal Anaesthesia in 
Obstetrics. 

By G. A. Bourceots and N. Herzic. Mi, Surg., 
104. 464-409, June, 1949. 2 refs 


The authors, writing from the Surgical Service 
of the A.A.F. Station Hospital, Mitchell Field, 
N.Y., describe their experiences with spinal 
analgesia in 1,029 obstetric cases. <A_ detailed 
analysis is given of 281 of these cases (excluding 
tt (3.8 per cent) in which spinal analgesia failed) 
Generally 50 mg. of procaine in 1 ml. of spinal 
fluid was used, and gave relief for up to one hour 
There was complete relief of pain when the 
anaesthetic level was just below the umbilicus. It 
was necessary constantly to check pulse rate and 
blood pressure. Analysis showed no alarming fall 
in blood pressure; no pressor drugs were employed 
No increase or decrease in uterine tone was 
observed [but this statement hardly accords with 
a forceps rate of 80.1 per cent in primigravidae 
and 61.3 per cent in multigravidae}. The third 
stage was universally rapid and with little 
bleeding Postpartum complications were few, 
chiefly consisting of headaches (12 per cent of 
cases) or bladder atony (4.3 per cent). Total 
foetal mortality (3.5 per cent) was within normal 
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218 Some Observations upon the Effect of Certain 
Anesthetic Agents on Uterine Motility during Labor. 
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und | ADRIAN 10 
March, 19490. 4 figs 
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225. Suppurating Dermoid Cysts in the Puerperium. 
Cisti dermowle 


By L 


350 


suppur ita in puerperio.) 
Gimecol 
hig 


VASCIAVIO 
Aug. 1949. |! 


pia, Torino, 


35. 


$55 7 refs 


LACTATION. 
2). The Secretory Rhythm in the Human Breast. 


tirme 


By 


secretor de la mama en la mujer.) 
sso. Re esp Pediat., 5, 
May-June, 1949. 9 figs., 2 rets 

Ihe breast secretion 
juantity and quality 
the infant Feeding 
«cording to rules whi 
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to 
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infants 1s 


seems vary both 
according the needs of 
of carried out 
h have been developed over 
i long period that is, by regular appli ation to 
the breast dunng the day, with a rest at night 
whoch iries in length according to the age and 
needs of the child. It may be, however, that the 
reast has developed a rhythm like that of the 
tomach or through the passage of time 
\n attempt made to find support for this view 
in the present work, the which may 
influence the rhythm« the breast 
ilso studied The women studied [number 

not mentioned! were of the middle class feeding 
their infants at the breast either entirely or with 
supplementary bottle feeds Observations were 
in ise for 70 days of the feeds 

24 he the quantity secreted 

per hour being calculated as the percentage of the 
daily total. Most of the milk was secreted in the 
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secreted by day and by night. The length of the 
nightly rest was also found to cause variations in 
the rhythm. If no feed was given for more than 
8 hours, the most milk was secreted in the 
morning, the amount dwindling towards evening 
With less than 6 hours réspite from feeds the daily 
maximum was achieved between 5 and 6 p.m. 
rhe spacing of feeds did not alter the general 
shape of the curve, but it was noted that with 
4-hourly feeds the rhythm was more regular than 
with 3-hourly ones The daily rhythm was 
different for each of the first three months of 
lactation In the first month there was oscillation 
and in the second a tendency to ‘ morning 
rhythm,’’ with a high morning output. In the 
third month the ‘‘evening rhythm ’’ was estab 
lished. 

The author states that the most regular flow of 
milk is obtained with 4-hourly feeds and an 
8-hour rest at night He deduces that the 
secretion is naturally damped down at night, and 
ilso that the reason why the first feed is the 
largest is that the night's secretion is added to 
what remains in the breast [The findings 
confirm those of previous workers, but the author 
draws a large number of conclusions from 
inadequate data, and without weighing the pros 
and cons sufficiently. | J. G. Jamieson 


230. Further Experiences with Ethinyl Oestradiol in 
the Suppression of Lactation. 

By T. N. A. Jerrcoare and B. HARGREAVES 
Brit. med. J., 1, 664, Apr. 16, 1949. 1 ref 

This paper records further clinical trials with 
ethinyl oestradiol in the University of Liverpool, 
with the object of discovering whether the action, 
after oral administration, is more prolonged than 
that of other oestrogens. Suppression of lactation 
was again used as the test effect. Previous trials 
with divided doses over 7 days to a total of 0.55 
to 0.75 mg. had given good results in 24 out of 
In the present trials two schemes of 
dosage were employed; either one large dose was 
given on the first day of the puerperium, or one 
half on the first day and one-half on the fourth 
day of the puerperium, the total doses being 0.55 
to 1 mg. Good results were obtained in 4 out of 
17 cases with the first scheme and in 12 out of 20 
with the second. These results suggest that small 
doses yiven over several days are most effective 
and give little support to the theory that ethinyl 
oestradiol is slowly utilized with a consequently 
prolonged effect In a single large dose it is 
unreliable and ineffective in suppressing lactat-on 
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231. Breast Feeding and Genetics. 
maternal et génétique.) 

By U. Pranpier. Schweiz. med. Wschr., 79, 
891-896, Sept. 24, 1949. 6 refs 
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232. An Epidemic of Puerperal Mastitis. (Associ- 

ated with Nasopharyngeal and Skin Infection in the 
Newborn.) 

By F. G. McGuinness and G. S. MusGrove. 

Canad. med. Ass. ]., 61, 356-361, Oct. 1949. 


233. ** Garmastan "' in the Treatment of Puerperal 
Mastitis. (Garmastan in der Behandlung der Mastitis 
puerperalis. ) 

By K. E. Fecutr. Gynik., 71, 834-836, 
1949. 7 refs 


234. Therapy of Puerperal Mastitis with Penicillin. 
(Zur Therapie der Mastitis puerperalis mit Penicillin.) 
By T. K. Purz. Zbl. Gyndk., 71 492-496, 1949 


3 rets 


235. Treatment of Acute Pyogenic Mastitis with 
Penicillin. {In Russian. | 

By T. M. Lurie. Akush. Gimek., No. 5, 25-28, 
Sept.-Oct. 1949. 2 refs 


236. Tissue Therapy of Mastitis. 
By M. P. Ivanov. Akush. Ginek., No. 5, 32-33, 
Sept.-Oct., 1949. 


237. Comparative Evaluation of Therapeutic 
Methods in Puerperal Mastitis. 

By N. A. Metvixov and A. N. MorovinkIn 
lkush. Ginek., No. 5, 33-35, Sept.-Oct. 1949 


245. Treatment of Acute Suppurative and Serous 
(Initial) Mastitis. 

By L. P. BaKNLEvaA 
28-32, Sept.-Oct. 1949 


Akush. Ginek., No. 5, 


239. The Dry Treatment of the Nipples in the 
Puerperium. (Trockenbehandlung der Brustwarzen im 
Wochenbett. ) 

By K. Hauswatp. Zbl. Gyndk., 71, 480 492, 
refs 


INFANT. 

240. Sex Ratio: Experimental Studies Demonstrat- 
ing Controlled Variations—Preliminary Report. 

By D. Harr and J. D. Moopy. Ann. Surg., 
129, 550-571, May, 1949. 13 figs., 11 refs. 

The authors have carried out experiments 
designed to confirm or disprove the clinical 
observation that when insemination occurs early 
in the fertility period the offspring is more likely 
to be a female, whereas if it occurs late in the 
fertility period a male is more likely to result 
Hammond in 1934 studied fertilization of rabbit 
ova in relation to time intervals following 
mating. On the assumption that rabbits will 
ovulate approximately 1o hours after mating, he 
first mated female rabbits with vasectomized 
males to stimulate ovulation, and then with 
normal males for insemination at different time 
intervals. There was a marked shift in the 
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ox rat giving a preponderance of males as the 
ume of imsemination approached the time of 
rvulat 

Ihe | ent investigation was carried out in 
rat Pregnancies were produced through normal 
natin permitted only at definite times in the 


“itter part of the oestrual period, which was taken 
to councide with the latter part of the fertility 
period It was found that the percentage of male 
is compared with female offspring was increased 


from " norm. 100.1 to percentages varying 
from 149 to 255 This was accomplished by 
lelayin emination until varying hours after 
the exp ted time of ovulation The wreater the 


ume interval after ovulation the greater was the 


percentage of males Further, an analysis of 


65,000 | { dizygotic twins born in the United 
States in the years 1941 1942, and 1945 revealed 
in each yearly group approximately 27 per cent 

re like-sexed, both male and female, than 
unlike xed pa (On the basis of this analysis 


ind of their experimental studies the authors 
uggest that insemination early in the fertility 
period results in a predominance of females, while 
insemination late in the fertility period results in 


predominance of males These results seem to 
e most easily explained on the basis of the 
relative differences in motility viability, and 
the male and ftemale-producing 
permatozoa J. Browne 


241. Double Contour, Cupping and Spurring in 
Roentgenograms of Long Bones in Infants. 

By K. Gtaser. Amer. J]. Roentgenol., 61, 482 
492, Apr. 1949. 10 figs., § refs 

Kadiographic examination of the long bones was 
carned out at monthly intervals from birth to 8 
months of age in too healthy prematurely born 
infants A double line in the contour of the bones 
of the extremities and a cupped and spurred 
appearance of the epiphysial lines of the same 


bones were frequently observed. Similar changes 
are sometime i's een in full-time intants No 
pathological changes were found on _ histological 
examination of the involved bones obtained either 
by biopsy « it postmortem examination The 
change which are mest frequently observed 


between the ages of 2 and 6 months, disappear 
spontaneously later in life, and their appearance 
in a rachograph of the long bones taken during 
the process of growth must therefore be considered 
as normal A Orley 


Nicotinic Acid Tolerance Test in Infants, 


(Nikotrr ter? prob 
By P. and E. Sass-Korrsak. Or 
H on \pr. 17, 19490 refs 
Phe tolerance test suegested by 
* Erdei was performed on 25 healthy infants and on 
154 Infants suffering from different forms of 
severe illness. The initial dose, 25 mg_ for children 
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weighing 5 kg. or 50 mg. for those weighing more, 
was given in a teaspoonful of water after meals 
If no effect was observed, that is, no sudden 
reddening of the body surface occurred, a further 
25 mg. was given every 10 minutes, until the 
characteristic vasodilatation appeared The 
reaction was sudden and very definite in all cases 
[he normal values for the test expressed as 
he dose in mg. per kg. body weight, were found 
n the 25 control cases to lie between 8 and 15. 

In 28 of the cases tested values were over 20. 
All these patients were suffering from severe 
infections, such as mastoiditis, bronchiectasis, 
and empyema Acute infections were associated 
with the highest values In one case the value 
was 44. It was further found that if the child's 
condition did not improve a high value was 
maintained for several days or even weeks, In a 
second group the values lay between 15 and 20 
Most of the infants in this group suffered from 
ipper respiratory infections, pyuria, and otitis. 
Improvement in the infant's condition was 
followed by a fall in the value, but normal figures 
of 8 to 15 were not reached for a period varying 
from 1 to 3 weeks after recovery, that is, after 
the appetite became normal and body weight 
began to increase. 

The biochemical basis of the reaction is not 
quite clear. Aminization of nicotinic acid does not 
take place solely in the liver as was originally 
thought by Erdei. However, in all cases of severe 
nfections with some increase in protein catabolism 
high values for this test were obtained. This also 
occurs after surgical operations S. Sacher 


244. Birth Injury as a Cause of Mental Defect: The 
Statistical Problem. 

By L. S. Penrose. /. ment. Sct., 95, 373-379. 
Apr., 1949. 1 fig., 16 refs 

There have been considerable differences of 
opinion as to how far birth injury may be 
responsible for mental defect. The general opinion 
has been that if the paresis associated with mental 
defect is asymmetrical the whole syndrome is more 
likely to be traumatic in origin than if the paresis 
is symmetrical After reviewing the rather 
inconclusive literature the author analyzes a series 
of 1,280 mentally defective patients investigated 
between 1930 and 1937. In his opinion only 11 
8 male and 3 female) showed physical signs 
which, combined with the history of a difficult 
labour, warranted the diagnosis of birth injury 
is the main cause of their mental defect. All but 
one of these showed signs of a pyramidal lesion, 
usually unilateral or, if bilateral, affecting the two 
sides unequally, and 7 were epileptic. In one case 
there was associated pituitary dysfunction. Some 
points of similarity were found with cases of 
mental defect due to postnatal injury. The series 
is too small to be of much significance but 
surprisingly little reliable work has been done on 
R_ G. Gordon 


the subject 
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244. Traumatic Changes in the Infant's Brain after 
Spontaneous Birth at Term. (Traumatische verander 
ingen in de hersenen bij voldragen kinderen na spon 
tane geboorte. 

By C. pe Lance and B. Brouwer. Ned. Tijdschr 
Geneesk., 93, 3802-3810, Nov. 5, 1949. 8 refs 


245. The Diagnosis of Intracranial Haemorrhage Due 
to Birth Injury. (Ein Beitrag zur Diagnostik der 
intrakraniellen geburtstraumatischen Blutungen.) « 

3y G. ScHUETTE Mschr. Kinderhedk., 97, 
295-300, 1949. 1 fig., 35 refs. 


240. The Aetiology of Muscular Torticollis. (Zur 
Atiologie des muskularen Schiefhalses. ) 

By L. Hetrer. Z. Geburtsh. Gyndk., 131, 252 
260, 1949. 2 figs., 13 refs 


247. Triple Cephalhaematoma as a Result of Spon- 
taneous Delivery. (Dreitaches Kephaloaematom 
Spontangeburt. ) 

By W. A. Jaucn. Dtsch. med. Wschr., 3, 933, 
Oct. 8, 1949. 11 refs 


248. Congenital Anomalies Following Maternal 
Rubella. 

By R. C. Beswick, R. Warner, and J 
WarkKany. Amer. J. Dis. Child., 78, 434-348. 
Sept. 1949. 15 refs 


249. Clinical Study of Hemimelia (with Special 
Reference to the Aetiology of Congenital Malforma- 
tions). (Estudo clinico da hemimélia. Especial 
referéncia A etiologia dos viscios congenitos.) 

By D. Derascio, A. DeLtiveneri, and V. T 
AMARAL. Rev. Ginec. Obstet., 2, 427-451, Aug 
1944 39 refs 


250. The Evaluation of the Combined Effect of 
Potassium and Adrenal Cortical Extract in Infants 
with Atrophy and Toxicosis’’. (Kalium és mellék 
vesekéreg egyuttes gyogyhatasanak értékelése atrophias 
és toxicosisos csecsemoknel. ) 

L. Barra. Orv. Hetd., 90, 119-120, Feb. 20, 
1949. 3 refs, 

Desoxycorticosterone acetate (DOCA), in doses 
of 5 mg. daily for 4 to 5 days, with potassium, 150 
to 200 ml. daily of a solution containing potassium 
chloride 0.3 g., sodium chloride 0.5 g., and 
glucose 10 g. in 100 ml. water, was given to 
infants with constitutional atrophy and with 
toxicosis due to dehydration from alimentary 
causes and to normal newborn and premature 
infants 

The author had earlier recorded the observation 
(Ann. Paed., 1948, 117, 158) that DOCA restores 
glycogen metabolism to normal in atrophic 
infants; since glycogen storage is connected with 
fixation of potassium, he tries to show that DOCA 
does not disturb potassium metabolism. This he 
maintains in spite of Darrow’s (Bull. N.Y. Acad. 
Med., 1948, 24. 147) observation that DOCA 
caused loss of cellular potassium through retention 
of sodium. 
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Three series of observations were made, (1) The 
potassium level in blood was found to be raised 
t hour after ingestion of a dose of glucose and 
lowered 1 hour after a second dose, but not to the 
imtial level; this happened in 6 atrophic infants, 
but in 2 severe cases the second effect was absent 
ind this was considered to be due to reduced 
ability of the liver to store giycogen and consequent 
reduced utilizatron of potassium; administra- 
tion of DOCA would remedy this defect. (2) 
The effect of sugar and DOCA on kidney filtration ’ 
and reabsorption of potassium was observed; 
glucose increased tubular re-absorption and DOCA 
did not increase excretion of potassium. The 
author concludes that when sugar is administered 
potassium should also be given, and, if liver 
glycogen metabolism is disturbed, DOCA in 
iddition. (3) Eighty infants were given potassium’ 
in the hope of preventing a physiological fall in 
birth weight; in most cases there was no loss of 
weight and a gain from the third day; icterus was 
less marked. Calcium was given intramuscularly 
it the same time in order to avoid tetany. DOCA 
wou'd not prevent the fall in weight, but in 
premature infants, with defective liver glycogen 
storage, DOCA is said to be of value. [No records 
of this work are given, and there is no indication 
that the treatment was tried in controls } 


Dushanka Wolstenholme 


251. Procaine Penicillin in Infants and Children. 

By W. M. Witson, J. W. Farguuar, and I, C. 
Lewis. Lancet, 1, 866-868, May 21, 1949. 3 figs., 
18 rets. 

The preparation used was a suspension ot 
procaine penicillin G in arachis oil which, when 
shaken, readily passed through a 19-gauge needle 
Ten patients were selected from each of the 
followmg groups: (1) premature iniants; (2) 
infants aged 1 to 5 days; (3) infants aged 7 to 
15 days; (4) children aged 1 to 12 months; (5) 
children of 144 to 3 years; and (6) children 4 to 
g years old. Groups 1 to 3 were all healthy, 
groups 4 to 6 were mainly convalescent from acute 
infections such as meningococcal meningitis, 
pneumonia, and nephritis. The dose of penicillin, 
given in a single injection, varied from 60,000 to 
300,000 units according to age. In the infants in 
groups 1 to 3 a bacteriostatic level was maintained 
for about 36 hours, but in the second group 
penicillin was still detectable in the blood of 7 
out of 10 babies after 48 hours. The difference 
was presumed to be due to the period of 
physiological dehydration following birth, In 
groups 4 to 6 a therapeutic blood penicillin level 
was present in 23 out of 29 children at the end of 
24 hours. Though penicillin and sulphonamides 
are used together much more commonly in 
children than in adults, it was considered 
inadvisable to advocate this combined therapy 
until more is known about the possible antagonism 
between procaine and the sulphonamides. R. Wien 
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242. Prophylaxis of Gonorrheal Ophthalmia of the 
Newborn. V. Comparison of Effectiveness of Penicillin 
and Silver Nitrate. 

By J. H. Atten and L. E. Bakrere. J. Amer 
med. Ass., 141, 522-526, Oct. 22, 1949. 7 refs 


254. Investigations on the Development of Microbic 
Growth in the Axillary Region during the First Weeks 
of Extrauterine Life. ( Recherches sur | ensemencement 
microbien de la région axiilaire pendant les premiéres 
semaines de la vie extra-uterine.) 

ty A. De.morre Arch. belges Derm. Syph., 
5. 1-29, Apr. 1949 

This careful bacteriological study confirmed the 
theoretical views of Jadassohn that the skin ol 
the foetus is sterile; at the time of birth, a certain 
number of organisms from the maternal genital 
tract are deposited on the skin and in the natural 
cavities of the child Only a limited number of 
the organisms normally present in the maternal 
genital tract will adapt themselves to the 
conditions of existence on or in the infant to 
become true saprophytes James Marshall 


254. Streptomycin in the Treatment of Salmonella 
Enteritis in Infants. 

By S. Ross, F. G Burke, E. ¢ Rice, H 
Biscuorr, and J. A. Wasuincron. New Engl. J 
Med., 240, 602-603, Apr. 14, 1949. 4 Trets 

The authors report on the treatment with 
streptomycin of 8 cases of salmonella enteritis in 
infants. Previous reports on the subject have been 
conflicting, some authors having reported 
sterilization of the bowel by streptomycin, while 
others have recorded bacteriological relapse when 
the drug was discontinued [The ages of the 
patients in the present series 1 anged from 8 months 
to The types of Salmonella isolated 
were Salm typhi-murtum (3° Cases), Salm 
oramenberg (2 ises Salm. muenchen, Salm 
manhattan and Salm. anatis (1 case each) 
Rectal swabs were taken daily and three media 
used for culture salmonella-shigella agar, 
desoxycholate- citrate agar ind Kauffman's 
tetrathionate broth; this last proved to be the 
most sensitive medium of the three 

The dosage of streptomycin employed ranged 


from o.8 to 4.8 g. daily, with an average of 2.4 8 
daily. and the drug was given for 8 to 15 days, 
averaging 11.8 days per patient Each patient 
received. on average, a total of 28 g. orally. In 
; cases streptomycin was given intramuscularly 
in doses of 0.4 to 0.6 g daily. In only one case 
was there bacteriological cure; in 6 other cases 


there was an inhibitory effect during admuini 
tration of the drug followed by relapse after 
treatment was discontinued In one case—a 
Salm manhattan infection—the stools were 
positive throughout and after treatment, although 
the patient was taking 4.6 g. of streptomycin a 


day orally All the patients recovered, but the 


favourable outcome is not attributed to 


streptomycin. The streptomycin sensitivity of the 
organisms ranged from 4 to 12.5 wg. per ml. before 
treatment and no resistance developed in any case. 
The authors found that with a dosage of 0.2 to 0.4 
g. of streptomycin daily the stool streptomycin 
content in infants ranged from 10,000 to 20,000 
vg. per g. of dried faeces. Thus, they point out, 
the sensitivity of the organisms in their 8 cases was 
exceeded 1,000-5,000 times and yet streptomycin 
therapy was a failure Wiliam Hughes 


255. Staphylococcal Pneumonia in Childhood. 

By N. G. B. McLercuie. Canad. med. Ass. J., 
60, 352-350, Apr. 1949. 7 refs 

The author describes in detail 2 rapidly fatal 
cases of staphylococcal pneumonia in infants 2 
days and 3 days old respectively, in the nursery 
of a small rural hospital in Saskatchewan. Both 
infants were healthy at birth and both appeared 
to be perfectly normal less than 4 hours before 
death [he mothers occupied a two-bed private 
room im the hospital There was no obvious 
source of infection. Postmortem examination in 
cach case showed the entire bronchial tree to be 
healthy The lungs showed congestion, patchy 
collapse, and oedema—common findings in infants 
dying from various causes—but a diagnosis of 
pneumonia was suggested by the unusual degree 
of ‘‘ toughness '’ of the lungs and by the presence 
in one case of widespread small foci of pulmonary 
necrosis, Swabs taken of bronchial fluid and of 
lung substance yielded on culture a heavy pure 
growth of staphylococci In each case the 
organism was heavily pigmented, strongly 
haemolytic, coagulase-positive, imsensitive to 
penicillin, and as sensitive to streptomycin as the 
standard Oxford staphylococcus. 

These 2 cases appear to be the most rapidly 
fatal of their kind yet recorded The author 
reviews the figures for staphylococcal pneumonia 
it the Regina General Hospital for the past 10 
years and concludes that it is the only bacterial 
pneumonia commonly causing death in the young, 
that in the newborn it is usually rapidly fatal, that 
the mortality declines sharply after the first year, 
ind that the type of lung lesion depends on the 
duration of the disease rather than on the age of 
the child The difficult‘es of treatment in a 
fulminating infection by a_ penicillin-resistant 
organism with such highly invasive and toxic 
potentialities are discussed, and a plea is made 
for bacteriological investigation to exclude 
staphylococcal infection as a possible cause of 
mysterious epidemics among infants in institutions 

Although it is pointed out that attempts to 
trace the source of the staphvlococcus in these 
cases have usually been unsuccessful, some 
mention might have been made of nasal, throat, 
ind skin swabs being taken from the mothers, the 
ittendants, and the visiting doctor who saw one 
f the infants 7 hours before death. } 


M. Alexander 
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REVIEW OF CURRENT LITERATURE 


256. On the Formation of Blood Groups and 
Factors in Foetuses. (Ueber die Blutgruppen-und 
taktorenbildung im embryonalen Leben.) 

By F. Sanperk and M. M. Sanper. Zbl. Gyndk., 
71, 672-681, 1949. 10 refs. 


257. Silent Hemolytic Disease of the Newborn. [In 
English.) 

S. I. De Vries. Gynaecologw, Basel., 127, 285 
297, May, 1949. 

[he blood pictures of 70 apparently healthy 
tull-tume newly born Kh-positive babies of Rh- 
negative mothers were compared with those of 115 
simular babies of the same Rh group as their 
mothers. 

The haemograms in the majority of cases in the 
latter group showed erythrocytosis, with hyper 
chromia, megalocytosis and anisocytosis, and a 
mild erpthroblastosis; all these characteristics of 
youth disappeared within a week. There was 
leucocytosis with neutrophilia, lymphocytopenia, 
and monocytosis, occasionally hypersegmentation 
of the polymorphonuclear leucocytes, and young 
granulocytes; a sharp fall in the number of 
leucocytes occurred on the third day. There were 
no characteristic differences in the blood picture 
between firstborn and other children in this group. 

[he haemograms of apparently healthy Rh 
positive babies born of Kh-negative mothers 
showed similar differences from those of normal 
idults; there were, however, significant differences 
between the blood pictures of the two groups of 
babies Polychromasia and anisocytosis were 
decidedly increased; not infrequently dense round 
cells, similar to the microspherocytes seen in 
acholuric juandice, were found; and there was an 
obvious increase in the frequency and degree of 
erythroblastosis in babies of multiparae in this 
group, suggesting a higher rate of destruction of 
erythrocytes associated with greater outpouring 
of immature elements into the peripheral blood 
Again, there was a. significant increase in 
myelocytes in children of multiparae, and 
considerable toxic changes in the leucocytes, such 
as pathological granulations and vacuolation of 
the cytoplasm. 

The author attempted to demonstrate a 
connexion between these alterations in the 
children’s blood and the presence of anti-Rh 
igglutinins in the mothers’ sera, which was tested 
on the eighth day after delivery. In 20 per cent 
blocking antibodies could be detected, indicating 
that immunization may take place during the first 
pregnancy, if immunziation by blood transfusion 
can be excluded. In case of silent erythroblastosis 
foetalis an antibody titre of up to 1 in 16 was 
found in multiparae; in primiparae the titre was 
never higher than 1 in 1. There was, however, no 
demonstrable correlation between the presence of 
antibodies, the degree of ervthroblastosis, and the 
alteration in the blood picture. None of the 
children in this group had pathological jaundice. 
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The author estimates that silent erythroblastosis 
occurs in about 20 per cent of births in which Rh- 
antagonism exists, or approximately 2 per cent of 
all deliveries. The diagnosis of this condition is 
made on general changes in the blood cytology 
rather than on the actual number of nucleated 
erythrocytes N. Alders 


258. Haemolytic Disease of the Newborn. ( La 
maladie hémolytique du nouveau-né.) 

By A. Tzanck and M. Bessts. Sem. Hép. Paris, 
25, 2897-2908, Sept. 26, 1949. 


259. The Diagnosis and Management of Haemolytic 
Disease of the Newborn. (Dépistage de la maladie 
hémolytique du nouveau-né; conduite A tenir devant 
ces Cas.) 

By T. Boreavu. 
2913, Sept. 26, 


Sem. Hoép. Paris, 25, 2908- 
1949. 2 figs 


260. Heterospecific Blood Group Pregnancy in 
Hemolytic Disease of the Newborn. 

By J. GrunporFerR, Amer. J. Obstet. Gynec., 
58. 574-578, Sept. 1949. 11 refs. 


261. Review of Recent Advances in the Study of the 
Rh Factor and Haemolytic Disease of the Newborn, 
(Revue de quelques acquisitions recentes sur le facteur 
Kh et la malad.e hemolytique de nouveau-né, ) 

By S. Bunor and G, Davin. Sém. Hép. Pans, 
30 refs. 


25. 2920-2922, Sept. 26, 1949. 


262. Results of Treatment by Exsanguination- 
transfusion of 160 Cases of Haemolytic Disease of the 
Newborn. (Késultats du traitement par exsanguino- 
transfusion de 160 nouveau-nés atteints de la maladie 
hémolytique de nouveau-né.) 

By J. J. Van Locuem and H. L. J. M. 
Bartets. Rev. Hémat., 4, 36-40, 1949. 12 refs. 

This is a report of the results of exsanguination- 
transfusion performed in 60 cases of haemolytic 
disease of the newborn in Holland during the last 
2 years In most cases the umbilical vein 
technique of Diamond (Pediatrics, 1948, 2, 520) 
was employed and 500 ml. of blood transfused, 
giving an estimated replacement of 80 per cent. A 
rubber catheter, regularly cleaned out with 
heparin, was preferred to a plastic one. The 
mortality in this series was 22.5 percent. As 
controls, previous children born to the same 
parents were investigated and it was concluded 
that among the cases of icterus gravis there had 
been a mortality of 63.5 per cent before 
exsanguination-transfusion was introduced. The 
causes of death in the 36 fatal cases are tabulated 
and discussed, Kernicterus was the commonest 
single cause and there was no evidence that the 
incidence or severity of this complication had been 
reduced by exsanguination-transfusion. [The 
criteria by which cases were selected for treatment. 
are given only in very general terms.) 

P. C. Reynell 
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264. The Treatment of Haemolytic Disease of the 


Newborn by Exsanguination-transfusion. ( Traitement 
par lexsanguino-transfusion du nouveau-né atteint 


de malads 


jue 
By S. Bunor. Sem. Hdp. Pans, 25, 2913 
2940, Dept. 26, 1949. 29 refs 
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264. The Treatment of Haemolytic Disease of the 
Newborn by Transfusion of Rh-negative Blood: 
Considerations Based on 20 Cases. (( onsiderations sur 
vingt cas maladie hémolytique du nouveau-ne 
traités par les transfusions de sang Rh négatif.) 

By L. Revorw and H. Viatret Lyon méd., 182 
BS , and 97 and 104, Aug. 7 and 14, 1949 


265. Common Difficulties in Infant Feeding. 
K.S. Brit. med. ]., 2, 1077 
1081, Nov. 12, 1949. 13 refs 


266. Comparison of Breast and Artificial Feeding. 

By S. S. Stevenson. J. Amer. diet. Ass., 25, 
752-7560, Sept. 1949. 16 refs 

267. Cyanosis of Infants Produced by High Nitrate 
Concentration in Rural Waters of Saskatchewan. 

By H. E. Ropertrson and W. A. Rippe. 
Canad. J. pub. Hith., 40, 72-77, Feb. 1949. 7 
rets 

Almost one-third of water samples from rural 
wells in Saskatchewan were found to contain more 
than 10 parts per million (p.p.m.) of nitrate and 
one-quarter to contain more than 20 p.p.m 
Most of the bad samples came from dug wells. In 
a period of 6 months to infants were reported in 
Regina area as suffering from cyanosis, the cause 
of which was established as methaemoglobinaemia 
Thege were two fatal cases, in both of which the 
water used in preparing the infants’ feeds 
contained more than 1,000 p.p.m of nitrate 

Scott Thomson 


“8 A Comparative Study of Neo-natal Infant 
Mortality at St. Francis Hospital, Witchita, Kansas. 

By |. W. Dennis J]. Kansas med. Soc., 50. 
425-432, Sept. 1949. © figs., 12 refs 


209 Neonatal Death in a Small Hospital.  (Froh 
sterblichkeit der Neugeborenen im kleinen Kranken 
haus.) 

By Kun Geburtsh. u. Frauenhedk., 9 
764-774, Oct. 1949 


MATERNAL MORBIDITY AND 
MORTALITY. 
70. Maternal Obesity. 


By |. H. SHELDON Lancet, 2, 860 973. Nov 
12, 1949. 3 figs., 25 refs 


271. Post-partum Heart Disease. 
By H. H. MacKinnon and R. A. H. MacKeen 


/RNAL OF OBSTETRICS AND GYNAECOLOGY 


Canad. med. Ass. ]., 61, 308-310, Sept. 1949 
fhig., 3 refs 


272. Maternal Deaths in Montana--1940 Through 
1945. A Preliminary Report. 

By F. L. McPuat et al. Rocky Mtn. med. J., 
46, 536-542, Oct. 1949 


273. Fatal Obstetric Shock from Pulmonary Emboli 
of Amniotic Fluid. 

By P. E. Sremer, C. C. LusupauGu, and H. A 
FRANK. Amer. J]. Obstet. Gynec., 58, 802-805, 
Oct., 1949. 3 figs. 15 refs 


OBSTETRIC OPERATIONS. 


274. Forceps in Posterior Varieties of Vertex Presen- 
tation. (E! forceps en las variedadas posteriores de a 
presentacion de vertice.) 

By J. A. Garcia. Bol. Soc. chil. Obstet, Ginec., 
14, 57-67, Apr.-May, 1949. 20 refs 


275. The Knabel Forceps in Contracted Pelvis. 
Ueberlegungen zur Drehzange nach Knebel beim 
engen Becken am Profilbild.) 

By G. Senarer. Gynik., 71, 778-786, 
1949 9 figs 


276. Subcutaneous Symphysiotomy. Complications 
and Accidents. (Sinfisiotomia subcutania Interpre- 
tacion de sus complicaciones y accidentes.) 

By A. S. Ramirez. Bol. Asoc. med. Santiago., 
7, 53-67, Apr.-June, 1949 


277. Pubiotomy. (De la pubiotomue.) 
By P. Lanrufjout. Sem. Hop. Paris, 25, 3295 
3305, Oct. 30, 1949 30 figs 


278. Choice of Anesthetic for Caesarean Section. 
By R. A. SHaw. Irish J. med. Sci., 6th ser., 
So5-814, Nov. 1949 


279. Caesarean Section in the Potentially Infected 
Case (1,138 Cases). La cesarea en el caso impuro 
\ traves de 1,148 observaciones).) 

By J]. Bazan, F. A. Uranca Imaz, and C. D 
SCHIAVO Prensa méd. argent., 36, 2068-2074, 
Chet. 14, 1949. 1 hg 


280. Observations on Cases of Caesarean Section in 
Infected and Potentially Infected Cases. (Considera- 
zioni su alcuni casi di tagli cesarei impuri ed infetti.) 

By L. Vasctaveo. Ginecologia, Torino, 15, 
350-306, Sept. 1949. 27 refs 


2st. Recent Development of Operative Methods in 
Caesarean Section and the Sellheim Fistula, (Die neu 
reitliche Entwicklung der Operationsmethoden des 
Kaiserschnitte und der Sellheim-Fistel.) 

By J. Batizratvy. Geburtsh. u. Frauenheilk., 
9, 783-793, Oct. 1949. 1 fig 
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REVIEW OF CURRENT LITERATURE 


252. Widened Indications for Caesarean Section with 


the Protection of Penicillin. (Erweiterte Kaiserchnitt 


ndikation unter Penici schut 


Zbl. Gyndk., 71, 465-473, 


By H 
1949 


TIscHER 
1 fig., 25 refs 

253. Abdominal Caesarean Section at the Maternity 
Hospital, Brno, in the last 18 years. (Hrisni 
isarsky rez na brnenske porodnické klinice v posled 
nich 18 letech.) 

By J. Kriz 
1949. & refs 


Ceskoslov. Gynaek., 14, 416-426, 


254. Extraperitoneal Cesarean Section. A New 
Paravesical Approach. 

By R. A. CacciaRELu 
371-373, Sept. 1949. 5 figs 


Amer. J]. Surg., 78. 


255. Experience with Extraperitoneal 
Section at the University of lowa Hospitals. 

By W. C. and J. H. Ranpatt, Amer 
J]. Obstet. Gynec., 58, 510-516, Sept 1949. 19 
refs 


Cesarean 


286. Extraperitoneal Cesarean Section. Is there still 
a need for it? 

By W_F 
Oct, 1, 


NELMS 
1949 


N.Y. St. J. Med., 49, 2295 
8 refs 
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GYNAECOLOGY. 


General 

287. Vitamin Therapy in Gynaecology. 
therapie in der Fravenheilkunde.) 

By A. Hicpeprant. Therap. Umsch., 6, 87 
Sept. 1949 


Vitamin 


258. Progress in Gynaecological Endocrinology. 
(Fortschritte in der gynakologischen Endokrinologie. ) 

By H.C. Taytor. Geburtsh. u. Frauenheilk., 
9, 709-735, Oct. 1949. 20 refs 

289. Endocrine Gerontotherapy. The use of Sex 
Hormone Combinations in Female Patients. 

By H 3ENJAMIN ]. Gerontol., 4, 
July. 1949. 12 refs 


222-233, 


Disorders of Function 


290. Treatment by Implantation of Crystalline 
Follicular Hormone. (Beitrag zur Implantationsh« 
handlung mit Follikelhormonkristallen. ) 

By P. Pots. Zbl. Gyndk., 71, 878-886, 1949 
34 refs 


201. New Indications for Oestrogen Therapy and 
Their Experimental Bases, (Indications thérapeutiques 
nouvelles des cestrogénes et leurs bases expérimentales. ) 

By R. Bours and J. Simon. Brux.—med., 29. 


4063-3078, Oct. 9, 1949. Bibliography 


292. The Effect of Ethiny! Ocstradiol on the Endo- 
metrium of Castrated und Menopausal women. 
(Ueber die Wirkung des Athinyléstradiols auf das 
Endometrium von kastrierten und klimakterischen 
Frauen.) 
By F. HorrmMan 
9, 778-783, Oct. 1949 


Geburtsh. 
10 refs. 


u. Frauenheilk., 


203. Control of Stilbestrol Vomiting. 
By G. D. Parton. Amer. Obstet. Gynec., 
58. 595. Sept. 1949. 5§ refs 


294. Nomenclature of Types of Menstruation. (Zur 
Nomenklatur der Menorrhoeformen. Nomomenorrhoe, 
Eumenorrhoe 

By F 


1949. 


Dysmenorrhoe. ) 


Loenne. Zbl. Gynik., 71, 981-983, 


295. The Role of Low-dosage Irradiation in Selected 
Cases of Menstrual Disorders. 

By G. S. Encerton. Sth. med. Surg., 3, 303 
305, Oct. 1949 


296. Modern Trends in the Treatment of Menstrual 
Disorders. 
By D 
2, 1949 


Datey. Med. Press, 222, 409-413, Nov. 


297. Medical Non-hormonal Treatment of Menstrual 
Disturbances. (Sobre e] Tratamiento Medico no 
Hormonal de los Trastornos Menstruales. ) 

By P. CHEVALIER Ginec. Obstet. 
258-262, July-Aug. 1949 


Mex., 4. 


208. Menstrual Headaches and the Serum Cations. 
(Menstruelle Kopfschmerzen und die Kationen des 
Serums.) 

By A 
1949 


FEKETE 
26 rets 


Zbl. Gynik., 71, 972-0981 


299 The Formation of Antihormones in Women 
Treated with Pregnant Mares’ Serum Hormone 
(Antex). [In English.) 

By E. OsrerGaarp and C. HampurGer, Acta 
endocrinol., Kbh., 2, 148-164, 1949 18 refs. 

The authors studied the antihormone production 
in a group of 20 patients with varying degrees of 
‘ovarian insufficiency who had _ received 
gonadotrophins. There were 4 cases of primary 
amenorrhoea (extreme insufficiency), 9 cases of 
secondary amenorrhoea, 6 cases of oligomenorrhoea 
(in one there was extreme insufficieney), and one 
case of menometrorrhagia; 3 of the patients 
complained of infertility. The treatment con- 
sisted of five daily injections of pregnant mares’ 
serum (‘‘ antex ’’), followed immediately by three 
injections of chorionic gonadotrophin (‘' physex ’’) 
given on alternate days. The dose of antex was 
1,500 of 3,000 i.u. per injection and that of physex 
1,500 i.u. The courses were repeated once, twice, 
or three times. with an interval of one to several 
months, if the first course did not induce 
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menstruation The authors state that in view of 
the established fact that administration of 
chononic hormone preparations does not result in 
the formation of antihormone in man, attention 
has been confined to the antex part 
the treatment The technique for detecting 
antigonadotrophic activity in the patients 
was such that progonadotrophic activity could also 
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The Influence of Vitamin E on Creatine Excre- 
in Ovarian Insufficiency and after Ovarian 
Ueber die Beeinflussung der Kreatinaus 
schedung bei Ovarialinsutiizienz tnd nach Ovarialex 
stirpation durch Vitamin E.) 

By G. At Z. Geburtsh 
168-181, $4 refs 
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E resulted in a considerable diminution or even 
abolition of the creatinuria in these patients 
These investigations were carried out at th: 
Gynaecological-Obstetrical Clinic of Gdéttingen 
University Creatine was estimated by the 
olorimetric method of Lieb and Zacher! 
N. Alders 

301. The Aetiology of Primary Amenorrhoea. (Zur 
Aetiologie der Primaren Amenorrhoea.) 
By O. KAgESER Gynaecologia 

240, Apr. 1949. 4g figs., 12 refs 
Among 15,600 patients in the Basle Women’s 
Hospital only 10 cases of primary amenorrhoea 
ved Three of these were due to 
congenital abnormalities, with absence of uterus 
ind adnexa. The third patient had a completely 
obliterated crevix with normal uterus and adnexa 
Nevertheless, no haematometra had occurred and 
the author suggests that this was due to the 
absence of a hypothetical ‘‘bleeding factor ’’ ; he 
considers that this might also explain certain cases 
ption without menstruation. Of the other 
7 cases 5 were pituitary-hypothalamic in origin 
ind 2 were primarily ovarian. A case of primary 
Varian agen ind one of hypophysial deficiency 
are described detail, the main differentiating 
features and the urinary content of 17-ketosteroids 
ind §follicle-stimulating hormone being 
The ovarian agenesis was treated by implantation 
of 25 mg. oestrogen and 100 mg A 
certain amount of cyclic bleeding was produced, 
but the most interesting feature of the case was 
that although aged 22 the patient grew a further 
3 inches (7.5 cm.) over the course of 9 months 
ind her mental outlook greatly improved. Treat- 
nent of the « of hvpophysial insufficiency 
ilong similar lines proved unsuccessful 


D. M. Sheppard 
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302. Changes in Rectal Temperature in Patients with 
Amenorrhoea. 
By M. M. Kruzcova and E. I 
etsk. Med., No 1949 
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404. Amenorrhoea Psychotic Patients and its 
Response to Electric Shock Treatment. (Die Amenor- 
rhoe Verhalten bei der 
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j06. Withdrawal Bleeding Following Hexestrol and 
Pregneninolone Orally. 


By F. E. Harpinc. Amer. J. Obstet. Gynec 
58. 806-809, Oct. 1949. 24 refs 

yo7. The Problem of Dysmenorrhea. 

By E. F. Murray. Practitwner, 163, 96-99, 
Aug. 1949 

jo8. Treatment of Dysmenorrhoea with Ethy!- 


ephedrine. (Behandling av dysmenorré med etylete 
drin.) 

By P. BerGman and L. Nitsson. Svenska 
Likartidn., 46, 2295-2303, Oct. 28, 1949. 1 fig 
17 refs 


j09. Aetiology and Treatment of Parametropathia 


Spastica. (Zur Atiologie und Behandlung der 
Parametropathia spastica.’’) 
By J. Urer. Zbl. Gyndk., 71, 603-610, 1949 
24 refs 


310. D-Isochondrodendrine in the Treatment of 
Dysmenorrhoea. (A [D-isocondodendrina no trata 
mento da dismenorreia. ) 

By R. A. Sepa. Rev. brasid. Med., 6, 522-527, 
Aug. 1949. 1 fig., 17 refs 


jit. Experience with Simple and Extended Pre. 
sacral Neurectomy in Dysmenorrhoea and Vaginismus. 
(Erfahrungen mit der und 
praskralen 
Vaginismus. ) 

By K. J. ANseLMINO and M. A 
Finck. Geburtsh. u 
Nov. 1949. 7 figs., 


einfachen erweiterten 


Neurektomie bei Dysmenorrhoe und 
FREIIN VON 
Frauenhedk., 9, 


14 refs 


805-821, 


jt 2. Surgery of the Pelvic Sympathetic in Treatment 
of Dysmenorrhoea; Late Results of Presacral Neurec- 
tomy. (La chirurgie due sympathique pelvien dans le 
traitement de la dysménorrhée; résultats éloignés des 
résections du nerf présacré.) 

J.-P. ERnNest Praxis, 38. 975-981, 
1949. 1 fig., bibliography 


Nov. 4 


414. Menorrhagia of Emotional Origin. 
By J. B. Lancet, 2. 
15, 1949. 7 refs 


Oct 


314. The Relationship Between the Hemorrhagic 
Blood Dyscrasias and Hypermenorrhea. 

By A. C. Barnes. Amer. J]. Obstet 
58. 570-573. Sept., 1949 7 refs 


315. A Survey of Functional Uterine Bleeding with 
Special Reference to Progesterone Therapy. 


By G. E. S. Jones and R. W. te Linde. Amer 
J. Obstet. Gynec 57. 854-867, May, 1949. 4 
figs., 2 refs 


This analysis of functional uterine bleeding in 
patients attending the out-patient department. at 
the Johns Hopkins Hospital was made in an effort 
to find the relationship between the type of endo 
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metrium and the response to therapy. Patients 
were given an initial curettage, to wluich there was 
a satisfactory response in 42 percent. About 17 per 
cent of the patients had severe enough bleeding, or 
were of an age, to need special treatment; in the 
older age group hysterectomy or irradiation 
therapy was carned out 

Of 104 cases seen during 7 years, 71 were con 
sidered suitable for endocrine therapy. Irrespective 
of the type of endometrium, the method of treat 
ment was essentially the same An initial dose of 
30 Ing. of pregneninolene per day was given orally 
for 7 days. Twenty-eight days after the first 
progesterone therapy a second course of 7 days was 
begun with the same dosage. The third course of 
treatment was given for from 5 to 7 days, begin- 
ning 21 days after the onset of bleeding following 
the second course. If there was a relapse, therapy 
was resumed During the phase of control of bleed 
ing by hormonal therapy the basal metabolic rate, 
blood cholesterol level, and fasting blood-sugar 
level were determined and full blood examinations 


carned out Medical consultations were held 
regularly and psychiatric consultations when 
indicated. After the first 2 months of cyclical 


progesterone treatment adjunctive therapy by diet 
ind thyroid extract was begun. Tables are given 
the endometrial findings in cases of 
functional uterine bleeding and the age distnbu 
tion of patients with non-secretory 
endometrium 


showing 
those 


The largest group consisted of cases of endo 
metrial hyperplasia—69 of the 104 special clinic 
patients. Of this group 44 showed an unchanging 
hyperplastic pattern on all subsequent curettages, 
while in 25 variation occurred. Of the 69 
patients 56 were given progesterone therapy, and 
unong these there were no therapeutic failures 
rhe establishment of regular menses during treat 
ment was the criterion of success. There was no 
recurrence of symptoms after the first 3-monthly 
course in Of the 56 women treated, 48 
were married; 10 of these subsequently became 
pregnant. In 2 patients with atrophic endometrium 
3; to 5 mg. of stilboestrol was given daily for 2 
weeks before beginning progesterone therapy. It 
was found that in severe cases, and especially in 
those with a low haemoglobin level, when rapid 
control was imperative, it was wiser to inject the 
drug intramuscularly, at least in the first course of 
therapy. Progesterone is not a haemostatic, and 
bleeding does not cease until a week after its with 
drawal. the drug does not cure the underlying con 
dition but only relieves the symptoms. Recurrences 
are therefore to be expected In the present series 
(7 per cent of the cases successfully treated had a 
return of symptoms within from 6 months to 2 
vears after cessation of therapy, but recurrences 
were successfully treated by another course of 
progesterone the rapyv 


sone 


25 cases 


True cases of functional bleeding from secretory 
endometrium were rare. Of 13 cases with secretory 
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endometrium originally considered to be truly fuac- 
tional in type, only 4 proved to be cases of un- 
complicated functional bleeding, None of these 
responded to progesterone therapy It is therefore 
assumed that, although progesterone therapy is 
excellent in functional bleeding associated with 
non-secretory endometrium, it is unsatisfactory in 
abnormal bleeding associated with 
secretory endometrial patterns 
G. Gordon Lennon 


cases) 


Recurrence after Irradiation Treatment of 
Benign Uterine Haemorrhage. ( Kezidive nach Strah 
lenbehandlung gutartiger Blutungen.) 

By J. Coscn. Zbl. Gyndk., 70, 634-691, 1948 

Radium treatment is successful in 98 per cent of 
benign uterine haemorrhage Mortality rates vary 
between 0.3 and 2 per cent, but in the Gynaecolo 
gical Clinic at Heidelberg none of 1,500 patients so 
treated died (1913 to 1946 The dose varies 
between 100 and mg. hours. The usual 
Heidelberg dose was 2,000 mg. hours for patients 
40 years of age and over, whereas for patients 
between the ages of 20 and 40 the dose given 
varied between and 2,000 mg hours 
Climacteric symptoms are rarer in radium-treated 
cases than in those treated with X-rays, but the 

cystitis, radium 
pneumonia, and 
uterine haemorrhage Contra-indica 
tions are salpingites and parametritis 

Between 1940 and 1946, 560 women between 40 
treated with radium and 
542 of these « followed up Sixteen 
women returned with recurrent haemorrhage and 
ind of these 14 were cured by curettage, radium, or 
treatment, the remaining z by hystere: 
Thirty-one patients between 20 and 40 
treated with radium: there were 
in 3 of which 
In the whole 
was one case of vesicovaginal fistula 
ulcer, treated by hysterectomy 
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1949. Bibliography 
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j15. ** Ichth-oestren "' in the Treatment of Leucor- 
rhoea. (Ichth-oestren in der BKehandlung des Fluors.) 

By U. Wesrpenar. Ther. d. Gegenw., No. 9 
259-290, 1949. 3 Tefs 


Results with Sufortan"’ (a Sulphapyridine- 
p-aminophenylsulphonamide-urea Preparation) in 
Vaginal and Cervical Leucorrhoea. (Erfolge mut 
Sufortan (ein Sulfapyridin-p-Aminophenylsulfonamid 
Harnstoff-Priparat) bei vaginalem und cervicalem 
Fluor.) 
By F 
yoo 402, 


GANSEK Ther. d No. 10 


1949. 8 reis 


Gre ge nt 


Procaine Infiltration of the Inferior Hypo- 
* Plexus in Vaginismus.’’ (Vaginisme et 
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gastric 
infiltration 
hypogastriques inférieurs. ) 

By M. SAMAMA Tuniste 
Aug.-Sept. 1949. 13 refs 


méd., 37, 674-673 


The Care of the Menopausal Woman. 
T. N. MacGrecor Practitioner, 
105, Aug. 1949 
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j22. The treatment with Crystalline Estradiol 
Monobenzoate (Follicyclin B) of Functional Derange- 
ments in the Menopause and after Castration. 
Behandling av bortfallsbesvar i klimakteriet 
efter kastration med kristalliniskt dstradiolmonoben 
soat (follicyclin B). 

By N. O. Karién. Nord 
Oct 4. 1949. 2 figs., 22 


och 


Med., 42, 1628 1634, 
refs 


423. The Effects of Thiouracil Upon Climacteric 
Hyperthroidism. 
By A. W 
312-319, July 


Branwoop. Edinb 
1949 4 figs 12 


med. J., 56. 


refs 


324. Intravenous Testosterone in Local Circulatory 
due to Ovarian Dysfunction at the 
(Testosterone per via endovenosa nei 


Disturbances 
Menopause. 
disturbi circolatori distrettuali da disfunzione ovarica 
n climaterio. ) 

Faupa and M 
2. 575-380, Oct 
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REVIEW OF CURRENT LITERATURE 
prunary stenhty and 26 of secondary sterility 
The average age of the patients was 28.6 years, 
ind the average period of. sterility 5.4 years 
Phirty-nine patients were referred by other 
| 63 had been previously treated A 
full investigation of the wife by modern methods, 
G aso of the husband, so far as possible, was 
carned out 
rhe four main factors causing sterility may b 
sihed as tubal, hormonal, cervical spermatic, 
nd pure spermatic Cases may be further 
vided into serious and not serious. The serious 
cases are difficult to treat or incurable, and 
include those of azoospermia, bilateral absence 
or obstruction of the tubes, and non-secreting 
endometrium. In 64 serious cases the 
rate was 4.50 per cent, in 24 not serious cases it 
was 41.5 per cent, and for the whole series 14.5 
per cent 
rhe specialist in sterility problems has sent to 
him many difficult cases which have already had 
treatment and are often incurable, and unless 
this is sufficiently understood the specialty will 
lose prestige Comparison of the results of 
methods of treatment is also impossible without 
classification such as that described 
Bryan 
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Wilams 


j26. Extragenital Pelvic Pathology in Sterility. 
Patologia pelviana extragenital de la esterilidad.) 

By E. G. Murray. Ginec. Obstet. Mex 
167-180, May-June, 1948. 11 figs 

The author draws attention to certain 
pathological factors which tend to be overlooked 
in the investigation of sterility, and which result 
in a block” between the ovary and the 
fimbriated end of the Fallopian tube. He has 
found them to be present in 10.12 per cent of 
652 studied They result from inflam 
matory processes, operative intervention, or the 
intraperitoneal use of drugs The block may be 
described as orgamic or functional An organic 
block may be extrinsic, due _ to 
surrounding inflammation, or intrinsic, due to 
a thickened capsule. Organic peritoneal blocks 
may be due to bands or to a sac which may or 
may not communicate with the peritoneal 
cavity. A functional block is found when there 
is excessive separation of tube and ovary due to 
such factors as abnormal retraction or fixation of 
the tube 

Both insufflation by the kymographic method 
and repeated hysterosalpingography are neces 
sary for Tubal block is difficult to 
distinguish from tubal non-patency In simple 
peritoneal block the kymographic oscillations 
are normal and the X-ray shadow of the opaque 
oil may decrease a little in size, but not otherwise 
alter, in repeated films. A block due to a sa 
which does not communicate with the peritoneal 
will show normal oscillations at first, 
followed by a rise in pressure with decrease in the 


cases 


ovarian 


diagnosis 


cavity 
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mplitude and frequency of the oscillations, and 
isociated with pain in the iliac fossa. The 
characteristics of the radiographic shadow do not 
tend to alter. If the sac communicates with the 
peritoneal cavity, the normal if 
the opening is of adequate size, and the X-ray 
film shows the escape of oil into the peritoneal 
ivity. Ovarian block can be suspected only by 
the history and clinical findings 

Prophylactic treatment of acute inflammatory 
conditions in the pelvis consists in general and 
local penicillin therapy In the treatment of 
established sterility general measures, oestrogens, 
vitamins, diathermy, and insufflation should be 
tried for at least six months before any surgical 
intervention. In the operative treatment careful 
haemostasis is necessary, and fine nylon sutures 
ind amniotic membrane are used. In ovarian 
block, decortication or the making of parallel 
incisions are advised; in tubal block, a 
salpingostomy similar to that employed for non- 
patency. An opening 15 to 20 mm, long is made, 
it sero-mucous suture of nylon inserted, and a 
fragment of amniotic membrane placed in the 
opening. If a sac is present it is excised. Care 
is taken to leave the ovary in contact with the 
tube 

Oy 20 
treatment, 


oscillations are 


patients 
pregnancy 


who received non-operative 
followed in 8 and pro 


ceeded to term in 7; among 23 patients treated 
surgically, pregnancy 


proceeded to term in 4 
Bryan Williams 


527. Studies on Endometrial Sterility. (Untersuch 
ingen uber die endometrielle Sterilitat. ) 

By J. Boretta-Liusa, F. and 
E. Gynaecologia. Basel, 127, 
201-219, Apr. 1949. 8 figs., bibliography 

A series of 216 unselected cases of infertility 
were studied at Madrid, togther with 40 cases in 
which all other sources of infertility except the 
endometnum were excluded Curettings were 
taken with the microcurette during premenstrual 
ind early menstrual phases. The two groups are 
compared and discussed, the main difference 
the increased percentage of normal 
endometrial findings im the unselected series 
Anovulatory cycles account for 50 per cent 
of cases of infertility These include an 
endometrium in proliferative phase with absence 
of secretion in 12 per cent, ‘‘ hypoplastic 
endometrium due to oestrogen insufficiency 
{obviously anovulatory) in 21 per cent, and 
atypical forms of cystic glandular hyperplasia 
without menorrhagia in 13 per cent Endo- 
metritis accounts for 12 per cent, the main cause 
being tuberculosis. In many cases different 
phases of the endometrial cycle were found’ in 
the same specimen of curettings Secondary 
sterility due to retention of minute chorionic 
rests is also described DM. Shetpard 
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j25. New Considerations in Histologic Examinations 
of the Endometrium in Connection with Sterility. 
In nglish 

By L. Vaczy and Sciptapts. Gynaecologia, 
Basel, 128, 260-269, Oct. 1949 41 refs 


j29. The Value of Hormone Determinations in 
Sterility. (De Waarde van hormonbepalingen bij 
steriliteit.) 

By L. Swaan ed. Tudschr. Geneesk., 93. 
4324-3332, Sept. 24, 1949 jibliography 


530. Results of Treatment of Sterility. (Eriaren 
heter av Sterilitetsbehandling.) 

By S. Gene Nord. Med., 42. 1557-1564, 
Sept. 40, 19649 rets 


431. Evaluation of Hormonal and Radiation 
Therapy in 190 Cases of Functional Sterility and 
Secondary Amenorrhoea. 

By R. S. FINKLerR Amer, J. Obstet. Gynec 
58. 559-564, Sept. 1949 35 refs 


332. Sterility and its Treatment with Mud-baths. 
By B. I. Ressin. Akush. Ginek No. 5, 41 
44, Sept.-Oct. 1949 1 ref 


433. Complex Conservative Treatment of Female 
Sterility. 

By S. M. Fenor Akush. Ginek., No. 5, 30 
40, Dept 1949 


Some Observations and Experiences with 
Artificial Insemination. (Einige Bemerkungen und 
Erfahrungen zur kunsthchen Befruchtung 

By F. Srecert Zbl. Gyniik., 71, 245-250, 
19490 


435. Artificial Insemination, (La semina spermatica 
wtificiale nella donna.) 

By B. SORRENTINO Rif. med., 63. O11-915, 
sept. 24, 1949 


fnomalies, etc., of Reproductive Organs 

+. A Case of Feminine Eunuchism. Sur un cas 
d'eunuchisme feminin.) 

ty G. Corre inn. Endocrinol., 10, 288-291 
1949 2 figs., 1 ref 


337. Urogenital Malformations with Inguinal 
Hernias. (Urogenitale Misshbildung mit Leisten 
bruchen.) 

By J. Reimann 1 Gynik., 71, 645-640 
; figs., 9 refs 


435. Congenital Cervical Ectopia (Pseudoerosion) . 


Beolbacht le ingeborenen Ektopi (pseu 


iwenita) 
By GANS} Zbl. Gynik 599-603, 
1049 rets 


(30 Examination of the Endometrium in Case of 


Uterus Duplex and Contributions to its Pathology. 
Ueber Endometrium-Untersuchungen beim Uterus 
duplex und Beitrage zu dessen Pathologie. ) 

By H. Krericn. Zbl. Gyndk., 71, 546-553, 
1949. 27 ret: 


i440. The Prevention and Treatment of Prolapse. 
By H. J. Makin Practitioner, 163, 11 
117, Aug. 1949 


$41. Two Cases of Torsion of a Hydrosalpinx Associ- 
ated with Intraperitoneal Haemorrhage of Ovarian 
Origin. (Deux cas de torsion d'hydrosalpinx 
usociée a une hémorragie intrapéritonéale d'origine 
ovanenne,) 

By A. Monsainceon and N. (iconomos 
Gynec. et Obstét., 48, 397-400, 1949. refs 


Infections of Reproductive Organs 


Penicillin Reactions in Gynaecology. ( 
ciones a la penicillina en tocogineocologia.) 

By J. M. [pAnez. Clin. y Lab., 48, 
289-292, Oct. 1949. 435 refs 


i434 Tuberculous Genito-abdominal Menstrual 
Fistulae and Genito-intestinal Fistulae in General. 
Ueber die tuberkulotischen genito-abdominalen Men 
strulfisteln sowie uber die genito-intestinalen Fisteln.) 

V. O. KINNUNEN {icta obstet. gynec. scand., 
29, 197-209, 1949. 2 figs., 21 refs 


s44. Bacterial Picture of the Vaginal Flora, by a 
New Classification. | In Russian. | 

By P. Kosric Srpski Arkhiv, 47, 648-661, 
Sept. 1949. 8 fhigs., 38 refs 


345. Incidence of Vaginal Trichomoniasis in the 
Population of Vercelli. (Sulla frequenza della tricho- 
moniasi vaginale nel Vercellese. ) 

By F. and G. Manrerto. Ginecologia, 
Torino, 15, 342-349, Aug. 1949. 14 refs 


i440. Syphilis and intravaginal Treatment of Tricho- 
moniasis with Compounds Containing Acetarsone. 
In English. | 

By T. Purkonen Ann. Med. exp. Biol. fenn. 
27. 137-144. 1949. 2 figs., 13 refs 


s47. The Specific Treatment of Vaginal Mycosis. 
By H. C. HESSELTINE and E BECKETTE. 
] Obstet Gynec 
1444 14 fe {s 


Chronic Trichomonas Skeneitis. 
L. W. Ripa. J. Urol., 62, 503-506, Oct 
rets 


Wound Diphtheria of the Vagina. (Wund 


By H. WaGNner Zbl. Gyndk., 71, 743-475. 
1449 5 refs 
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450. Diphtheria of the Female Genitals. 


Diphtherie des weiblichen Genitale.) 
By R. Hanke Zbl. Gyndk., 71, 
1949. Bibliography 


451. Diagnosis, Prognosis and Therapy in Tuber- 
culosis of the Endometrium. [Ip English.) 

By E. Rapau, J. Herman, and J. Casrer 
Gynaecologia, Basel, 127, 248-255, Apr. 1949. 
10 rels 

Biopsy examination in 1,300 cases of sterility 
revealed endometrial tuberculosis in 59 (4.3 per 
cent.) Sterility due to this cause is complete and 
incurable, no matter what the state of the Fallo- 
pian tubes Tuberculous endometritis usually 
remains quiescent but there is always a danger of 
exacerbation and spread of the disease, especially 
after injudicious biopsy or even salpingography 
For this reason the authors recommend radical 
operation without preliminary X-ray treatment, 
especially if any caseation is found on biopsy 
examination The authors discuss and justify 
their finding of a higher percentage of cases than 
usual and include the histories of two successfully 
treated cases D. M. Sheppard 


;52. Short-wave Treatment of Acute and Subacute 
Adnexitis. (Ueber Kurzwellenbehandlung von Adnex- 
entzundungen im akuten und subakuten Stadium.) 

By E. Kiem. Dtsch. GesundhWes., 4, 941-945 
and 1011-1016, Sept. 22 and Oct. 6, 1949 


353. Actinomyocosis of the Ovaries and Fallopian 
Tubes. 

By R. J. Paatman, M. B. Docxerrty, and R. D. 
Mussty. Amer. J]. Obstet. Gynec., 58, 419-431, 
Sept., 1949. 2 figs., 48 refs. 


154. An Unusual Case of Rupture of a Tuberculous 
Tubo-ovarian Abscess. 

By M. L. Borrow 
81, Sept., 1949. 5 refs 


Harlem Hosp. Bull., 2, 76 


355. The Radiological Picture in Cases of Tubercu- 
lous Salpingitis. (Images radiologiques dans les cas 
de salpingite tuberculeuse. ) 

By H. Freprikson. Gynéc. et Obstét., 48, 337- 
345, 1949. § figs., 10 refs 


356. Spontaneous Evacuation of a Pyosalpinx in the 
Groin. (Elimination spontanée d'un pyo-salpinx au 
niveau de l'aine.) 

By M. Cuatenay. Bull. Mém. Soc 
Pans, 39, 99-100, 1949 


Chirurgiens 


New Growths of Reproductive Organs 


357. Carcinoma and Sarcoma Formation in the 
Genitalia after Irradiation Castration. (Ueber die 
Karzinom- und Sarkombildung am Genitale nach 
Kastrationsbestrahluny. ) 

By F. Kocn. Z. Geburtsh. Gyndk., 2, 195-212, 


1949. 4 figs 
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455. Neurohormonal Disturbances in Relation to the 
Tumour Problem, and Therapeutic Conclusions there- 
from. (Neurohormonale Stérungen in Beziehung zum 
Geschwulstproblem und sich hieraus ergebende thera- 
peutische Ruckschlisse. ) 
By A. Horcnier. Z. Geburtsh. Gyndk., 2, 187- 
195, 1949 


359. The Psyche of the Woman with Carcinoma. 
(Die Psyche der karzinomkranken Frau.) 

By H. Heserer. Z. Geburtsh. Gyndk., 2, 177- 
182, 1949. 14 refs 


4300. Measure to be taken for Early Diagnosis of 
Genital Carcinoma in Women, (Mesures A prendre pour 
le dépistage précoce du cancer fiénital de la femme.) 

By R. Wenner. Gynéc. et Obstét., 48, 358-366, 
1949. 1 fig 


301. Treatment of Female Genital Carcinoma with 
Ocstrogens. (Zur Behandlung des weiblichen Genital. 
Karzinoms mit Ostrogenen Substanzen.) 

By O. WattHer. Z. Geburtsh, Gynih., 2, 182- 
186, 1949. 2 figs., 14 refs. 


362. Radium Dosage and Radium Dosimetry. (Ueber 
Radiumdosierung und Radiumdosimetrie. ) 

By W. Mostus. Zbl. Gyndk., 71, 226-233, 1949. 
9 figs., 45 refs 


304. Carcinoma of the Vulva. 

By J. P 
REINHARD 
Apr., 1949. © rets. 

rhis paper is concerned with 195 cases of 
carcinoma of the vulva among patients of the 
Roswell Park Memorial Institute, Buffalo, New 
York, during the period 1933-47, an analysis of 
118 cases seen during the period 1913-33 having 
previously been reported. 

The average age of patients on admission was 
61.5 years, 50 per cent having passed the meno- 
pause; 284 were married and 29 single, and 247 
had borne children. No negresses or Jewesses were 
found in the entire series. The most frequent 
complaint was pruritus, the next commonest, 
swelling of the vulva, while discharge, pain, and 
bleeding were infrequent. Diabetes was present in 
4 cases and the Wassermann reaction was positive 
in 3. The duration of symptoms before admission 
ranged from one month to several years, but on 
average was markedly less than in the previous 
series; similarly, lesions were generally not so far 
advanced as those seen 10 to 30 years ago. The 
histological types of growth present were: 
epidermoid carcinoma, 300; malignant melanoma, 
7; adenocarcinoma of Bartholin’s gland, 1; 
myosarcoma, 1; and basal cell carcinoma, 4. The 
absolute 5-year cure rate for the present series of 
195 cases was 26.5 per cent, as compared with 
{1.1 per cent for the patients treated between 1913 
and 1933. This improvement is correlated with 
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the fact that up to 1929 few patients underwent 
more than coagulation of the 
lesion, while since then total simple vulvectomy 
with irradiation of metastatic nodes and, since 
1941, total vulvectomy and superficial groin dis 
section with X-ray therapy have been increasingly 
used. It is considered that surgery gives better 
results than radiotherapy alone, but that combined 
surgery and radiothe rapy appears to give the best 
end results. No evidence was found of a relation 
the pathological classification of the 
turmour and the 5-year survival rate. The difficulty 
of satisfactory clinical classification of the condi 
tion is stressed 


between 
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jo4. Treatment of Malignant Tumours of the Vulva 


by Electrocoagulation, (Leczenie nowotworow zlosli 
wych sromu elektrokoagulaja_ ) 
By T. Koszarowski. Polsk. Tyg. lek., 4, 524 


525, May 2, 1949. 4 figs., 11 refs 

The difficulties of surgical and radiological treat 
ment of malignant tumours of the vulva are dis 
The patients are mostly of advanced age 
(55 per cent over 60, 25 per cent over 70, and 12 
per cent over 75 years), the age factor causing the 
main difficulty in deciding on radical operation. 
To overcome these difficulties the author has 
employed the electrocoagulation with good results 
He describes the technique, emphasizing the need 
for coagulation of the whole vulva (even in cases 
of small tumours) and for treatment of regional 
lymph nodes, Electrocoagulation is a method of 
choice in treatment of malignant tumours of the 
vulva, because it is a minor yet radical procedure, 
is painless, and leaves soft and not extensive scars 
Of 30 patients treated one year ago, 2 have died 
from remote metastases, in one case metastases 
have developed in lymph nodes, and the remain 
ing 27 patients are in good health 


J. H. Czekalowski 
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165. Discussion on the Treatment of Carcinoma of 
the Vulva. 
By S. Way, |]. B 


BLarKLey, and A. Brews 


Proc. R. Soc. Med., 42, 747-754. ept 1949 2 
figs 

Primary Carcinoma of Bartholin's Gland. (Das 
primare Kar ler Bartholinschen Drise.) 

By H. Scurimer. Zbl. Gynik., 71, 592-590 
1949. 35 refs 


367. Primary Sarcoma of the Portio Vaginalis (2 


Cases). (Primires Sarkom der Portio Vaginalis (2 
Falle).) 

By E. C, Lorx. Zbl. Gyndk., 71, 625-629, 1949 
18 refs 


368 A New Method for the Application of Radium 
to the Vagina. nsmethoce 
imalen Radiumtirgern.) 


Eine neue bixat von vag 
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By V. GRiiNnBERGER, klin. Wschr., 61, 


629-630, Sept. 30, 1949 


s09. A Rhabdomyomatous Sarcoma Botryoides of 
the Cervix and Vagina in a‘7-month-old Child. 
em rhabdomyomatiéses Traubensarkom der Zervix und 
Vagina bei einem 7 Monate alten Kind 

By W. Koentmerer. Zbl. Gynik., 71, 239-245, 
1949. 3 figs., 6 refs 


Ueber 


570. The Differentiation of Myomata of the Uterus. 
(Ueber die Unterschiedlichkeit der Uterusmyome. ) 


By A. Prrincer-Kucwinka, Virchows Arch., 
317, 300-314, 1949 figs., 13 refs 
371. Uterine Inactivity During Pregnancy and 


Hyperfolliculinism, in Relation to the Pathogenesis of 
Fibroids. 


(Inactive gravidique de l'utérus et hyper- 


folliculinie chronique, dans leurs rapports avec la 
pathogénie du fibromyome utérin. ) 
By L. Gioanntr. Re fray Gyn 44, 221 


233, Aug.-Sept., 1949. Bibliography 

§72. Testosterone Propionate in Uterine Haemor- 
rhage Due to Fibromyomata, (Hémorragies des fibro- 
myomes utérins et propionate de testostérone.) 

By M. A. Atmes. Concours méd., 71, 2445-2446, 
Oct. 29, 1949. 


373. The Blood Vessels in Uterine Fibroids. (I vasi 
sanguigni nei fibromiomi dell'utero.) 

By A. Arch. Set 
88, 266-284, Sept., 1949. 10 figs., 18 refs. 
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374. Diffuse Adenosis: A Rare Invasive Lesion of 
the Uterus. 


By H. W. NetpxHarprand J. T. Downs. Amer. 
]. Obstet. Gynec., $8, 703-708, Oct., 1949. 7 figs., 
1 ref 

4375. Adenocarcinoma of the Fundus Uteri. 

By C. S. Stevenson. J]. Mich. med. Soc., 48, 
1151-1153, Sept., 1949 


376. Colposcopy and the Treatment and Assessment 
of so-called Pre-carcinoma. (Zur Frage der Kolpo- 
skopie und der Behandlung und Beurteilung der soge 
nannten karzinomatosen Vorstadien.) 

By G. Roesster. Zbl. Gyndk., 71, 


1449 


222 


225, 


377. A Statistical Study of Cancer of the Corpus 


Uteri. 

By J. P. Parmer, M. C. Retnnarp, M. G 
SapuGor, and H. L. Gorrz. Amer. J]. Obstet 
Grynec., 58, 457-4607, Se pt., 1949. 22 refs 


378 in Diagnosis of Extent of 

Méthode de 

diagnosti ers cervico-utérins. ) 
By S. Laporpe and J. MontaGnon. J. Radiol. 


Electrol., 30, 505 1949. 5 figs., 3 refs. 
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REVIEW OF CURRENT LITERATURE 


79. Comparative Thiamine Saturations in Women 
with Uterine Cancer and in Normal Women. 

By J. W. Jatter. Cancer, 2, 98-99, Jan., 1949 
10 1efs 

Ayre and Bauld (1946) reported low aneurin and 
high oestrogen levels in uterine cancer. On the 
basis of these findings, and of some experimental 
evidence purporting to show that in the rat the 
liver loses its ability to inactivate oestrogen when 
there is a deficiency of aneurin and riboflavin, Ayre 
(1947) suggested ‘that in the presence of chronic 
vitamin-B deficiency the liver cannot inactivate 
endogenous oestrogen, excess of which becomes 
localized in the cervix stimulates the 
epithelium to metaplastic and finally carcinoma 
tous changes 

In the present investigation the author deter 
mined the concentration of aneurin in the “‘ fasting 
hour’’ urine of 35 women, 11 of whom had 
carcinoma of the cervix or fundus. There was no 
significant difference between the aneurin concen 
tration in patients with carcinoma and that in 
controls; no instance of aneurin deficiency was 
noted. These findings are not in agreement with 
those of Ayre and Bauld, and do not support the 
hypothesis of Ayre; nor is Avre’s theory supported 
bv: (a) the author’s finding (Endocrinology, 1948, 
43, 78) that it was not aneurin deficiency per se but 
the concomitant inanition which was responsible 
for the breakdown in the oestrogen-degradation 
mechanism; and (b) the author’s findings (unpub- 
lished) that women with carcinoma of the uterus 
excreted less of an administered dose of oestrogen 
than did normal women of the same age group 


Joseph Parness 


380. The Connexion Between Glandular Hyperplasia 
and Carcinoma of the Body of the Uterus. (Zur Frage 
des Zusammenhanges zwischen glandularer Hyperplasie 
und Korpuskarzinom.) 

By H. Creamer. Geburtsh. u. Frauenheilk., 9, 
856-865, Nov., 1949. 4 figs., 23 refs. 


381. Carcinoma of the Body of the Uterus in Young 
Women. (Carcinoma do corpo uterino em mulheres 
jovens. } 

By L. M. Macnapo. Rev. Ginec. Obstet., 2. 
384-300, July, 1949. § figs., 5 refs 


382. Occurrence of Uterine Fundus Carcinoma after 
Prolonged Estrogen Therapy. 

By A. Vass. Amer. J]. Obstet. Gynec., $8, 748 
751, Oct., 1949. 3 figs., 2 refs. 


383. Cases of Rare Tumours. II. A Carcinoma of the 
Corpus Uteri and a so-called Carcino-Sarcoma after 
Radium Treatment. (Zur Kasuistik seltener Gesch 
wulstformen. II. Ueber ein Korpuskarzinom und ein 
sog. Karzin 

By J. Goscn. Z. Geburtsh. Gyndk., 2, 213-217, 
1949. 4 figs., 5 refs. 


irkom nach Radiumheetrahlung.) 


384. Cardiac Metastases of Uterine Carcinoma and 
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the Importance of the Thebesian Veins for their Origin. 
(Uber die Hermetastasen des Uteruskarzinoms und die 
Bedeutung der Vasa Thebesii fur ihre Entstehung.) 

By H. Kreimicn. Zbl. Gyndk., 70, 644-656, 
1945. 3 hgs., 19 refs. 

Metastases of uterine carcinoma in the heart 
muscle are rare. The author describes a case of 
carcinoma of the cervix and one of carcinoma of 
the uterine body with secondaries in the wall of 
the left ventricle. These were the only 2 cases of 
cardiac metastases amongst 259 cases of uterine 
carcinoma. Only 21 cases of carcinoma of the 
uterus with secondaries in the heart have previously 
been published. 

To understand his conclusions it is necessary to 
realize the importance of the venous system in the 
heart. According to Tandler there are three systems 
of veins in the heart: (1) the vena magna cordis 
and its branches; (2) the venae parvae cordis which 
ends in the right auricle; and (3) the venae cordis 
minimae, first described by Thebesius, which end 
freely in the cavities of the heart. The latter are 
most numerous in the right auricle and least 
numerous in the left. Only one-fifth of the blood 
leaves the heart by the coronary veins and four 
fifths by the Thebesian veins. 

The author concludes that the possibility of 
retrograde embolism of carcinomatous cells via the 
Thebesian veins during systole is great, particularly 
in the right heart. Cardiac metastases are found 
most frequently between the trabeculae and 
papillary muscles of both ventricles and septum; 
these are just the places where the Thebesian 
veins are most numerous. Support for this sugges 
tion is found in the fact that in the second of the 
present cases and in the majority of the other cases 
of cardiac metastasis, sclerosis of the coronary 
vessels was present. The author infers that the 
heart muscle must have been supplied by the 
Thebesian vessels, which were thus open during 
systole for the carcinomatous cells to pass into 
the myocardium 

The author considers it practically impossible for 
carcinomatous cells to pass in a retrograde manner 
from the thoracic duct through mediastinal lymph 
nodes and thence into the myocardium. The 
negative pressure in the thoracic duct contradicts 
such an assumption. 

The author suggests that in his first case carcino- 
matous cells passed into the thoracic duct and thus 
into the circulatory system; after the richt heart 
had been passed, metastases formed in the lungs 
which in turn caused a haematogenous metastasis 
in the anterior wall of the left ventricle. In the 
second case the carcinomatous cells found their 
way into the thoracic duct and thence into the 
circulatory system. After having passed the right 
heart they gave rise to secondaries in the wall of 
the right ventricle and in the bones. The myo 
cardia! metastasis was caused by retrograde 
embolism from the beart cavity, since the left 
coronary artery was completely sclerosed 

I. Biever 
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385. The Vaginal Smear in Population Screening for 
Uterine Carcinoma. 

By O. F. Krausnaar, J. T. Brapsury, and W 
E. Brown, Amer. J. Obstet. Gynec., 58, 447-450 
Sept., 1949. 2 figs., 27 refs 


i865. Cytological Diagnosis of Carcinoma by the 
Phase-contrast Method. (Zytologische Karzinom- 
diagnose mit dem Phasen-kontrastvertahren ) 

By H. K. Zinser. Zbl. Gyndk., 71, 945-953, 
1949. 7 figs., 17 refs 


(8). Consideration of the Treatment of Cancer of 
the Uterus in 6,000 Cases over a Period of 25 years. 
(Considerazioni sui trattamento del Cancro dell utero 
in 6,000 cami anni di attivita 

By QO. CaRANDo Minerva med 


iyo Sept 22 1949 


i885. Specific Malignant Cells Exfoliated from pre 
invasive Cancer of the Cervix Uteri. 

By H. E. NrepurGs and E. K 
/. Obstet. Gynee 58. 53 
refs 
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jyo. The Vaginal Smear as a Means of Investigating 
Early Carcinoma of the Cervix. 

By ©. Gates, J. C. 

Cancer, 2 544, Sept 

jot. Hysterography. A Method of Diagnosis of the 
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92 The Anatomical Distribution of Intraepithelial 
Epidermoid Carcinomas of the Cervix. 
By F. W. Poorer and F. W. Srewar1 
431-440, Sept. 1948. 96 fies., 16 refs 
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the highest percentage of positive results from 
biopsy, portions should be taken from the anterior 
lip, posterior lip, and both lateral angles It is 
suggested that smears from the cervix itself are 
nore likely to give positive results than smears 
from the vaginal vault. As regards treatment, the 
wuthors suggest that irradiation, if given, should 
be administered only to women after the meno 
pause. Nothing less than trachelectomy should be 
carried out in the surgical treatment of t cond 

tion, but hysterectomy with preservation of adnexa 
is preferable. The decision in each case should, 
however, be based on the results of complete and 
idequate histological examination 


R. B. T. Baldwin 


493. Statistical Survey of Carcinoma of the Cervix 
in Patients under 31 Years of Age. (Considérations 
statistiques sur l’epithélioma du col utérin chez la 
femme agée de moins de 31 ans.) 

By L. Cornm, L. Bowurponcre, and G 
Micuotey. Concours méd., 71, 2171-2172, Sept 
24, 1949 


304. A Typical Epithelium of the Intravaginal Part 
of the Cervix. (Zur Frage des atypichen Epithels der 
Portio 

By R. Ganse. Zbl. Gynidk., 71, 217-219, 1949 

s05. The Fate of Carcinomata of Microscopic Size 
Arising at the External Os. (Ueber das Schicksal \ 
Mikrokarzinomen am Collum uteri.) 

By G. Mestwerpt and J. ScHUCHARDT 
(syndk., 71 1940. 4 figs 
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n situ of the Uterine Cervix. 
Amer ] Obstet. Gynec., 58, 


1949. 11 rets 


joo. Carcinoma 
By M. C. Prrer 


57 504 pt 


j97. Results of Treatment of Uterine Cervical Cancer 
at the First Gynaecological Clinic, Prague, during 
1934. 1943. iny délodéniho hardla 
na |. gynaekologické k 

By J. Venta. Ceskosilo vine 14, 344-359, 
1049 

During the 10 years from 1934 to 1943, 2,223 
women were treated for carcinoma of the female 
genital system, among these 1,548 (59 per cent 
for cancer of the uterine cervix. The age distribu 
tion res tes that usually given in the literature 
but the per of women under 40 years has 
increased during re In over 70 per cent 
inoperable when seen first 
The reasons for this are the asymptomatic onset of 
the diss ind fear on the 
part of the ind neglect on the part of the 
physician 

Of the 1,548 patients 
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received irradiation and = 1,187 only 
irradiation. Irradiation consisted of employment 
of gamma rays and then deep X-rays Radium 
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was applied as follows: 30 mg. was filtered with 1 
mm. platinum and applied as a uterine sound 
intra-cervically, and another 30 me. filtered with 
platinum and cork was placed in the vaginal 
fornices or in the crater of the tumour itself. The 
total dose was, up to 1939, 38 to 44 med intra 
cervically and 40 to 46 med in the vagina. After 
1939, the dose was reduced by 5 to 8 med at both 
sites in order to reduce neighbourhood reactions 
and because of the introduction of contact X-ray 
therapy. The total dose of X-rays was from 9,000 
to 14,000 r. For the first period (1934-8) the 5-year 
survival rate (without recurrences) was 29.7 [pert 
cent, for the second period (with contact X-ray 
therapy) 31.1 per cent 4. Rohan 


s08. The Present Status of Treatment of Cancer of 
the Uterine Cervix and Body. 

By J. Younc. Practitioner, 163, 80-95, Aug., 
1949. 19 refs. 


s09. Present Day Concepts in the Management of 
Carcinoma of the Cervix. 

By H. cper. Bull. New Engl. med. Center 
11, 159-162, Aug., 1940. 4 refs 


joo. Complications of Radium Treatment of Cervical 
Carcinoma and their Significance for Success of Treat- 
ment. (Die Komplikationen bei der Radiumbehandlung 
der Kollumkarzinome und ihre Bedeutung fur den 
Behandlungserfolg 

By F. Gauwerky. Strahlentherapie, 80, 51-70, 
1949. Bibliography 


jot. Technique of Radiation Therapy in Neglected 
Forms of Carcinoma of the Cervix. [In Russian 

By V. P. Tosmevicn. Akush. Ginek., No. 4, 
30-43, July-Aug., 1949 


12. Mechanism of Induction of Ovarian Tumors by 
X-rays. 

By L. Lick, A. Kirscupaum, and H. MIxer 

Cancer Res., 9, 532-536, Sept., 41949. 1o figs., 13 


rets 


,o4. Ovarian and Parovarian Tumours in Children; 
a Report on 43 Cases. [In English 

By S. GaGner and A. JovaLt. Acta obstet 
gynec. scand., 28, 110-121, 1949. 1 fig., 11 refs 

The authors stress the importance of early 


diagp ! of ovarian and parovanan tumours in 
children; the rarity of such conditions may lead to 
errors of diagnosis. Thirty-nine examples of 


ovarian tumours in children under 15 were collected 
from 2,680 cases of such tumours in the files of the 
Pathological Institute, University of Lund, and 4 
more cases were added. Information was derived 
from cases collected over a period of 50 years 
letailed histopathological classification was there 
fore not always possible. The question of malig 
lancy, however, was never in doubt 

Clinically, ovarian tumours in children may lb 
livided into 3 groups: (1) cases with chron 
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abdominal symptoms (large palpable abdominal 
tumours and pain); (2) cases with acute abdominal 
symptoms (short history of pain and other 
symptoms, moderate-sized tumour hidden in pelvic 
cavity); (3) cases with remote symptoms, endo 
crine disturbances, or metastases, which may 
indicate indirectly the presence of ovarian tumours. 
In the 15 cases in group 1 tumours were large, 
usually filling the entire abdomen. The increase 
in the size of the abdomen varied considerably; 
ull patients had pain, vaguely localized and usually 
slight and intermittent. Nine cases were correctly 
diagnosed before operation, and 3 as “ pelvic 
tumours of uncertain origin In one case the 
tumour, at first inoperable, decreased in size after 
radiological treatment and was removed; histo- 
pathological examination revealed a dysgerminoma 
rhe patient died some weeks later, necropsy show 
ing generalized osseous metastases. This and the 
two remaining cases, respectively diagnosed as 
cases Of Hirschsprung’s disease and _ peritoneal 
tuberculosis, show the importance of exploratory 
laparotomy in doubtful abdominal conditions 

Group 2 included 25 cases; in 15 torsion of the 
pedicle caused the acute symptoms. In 11 cases the 
pre-operative diagnosis, sometimes tentative, was 
of acute appendicitis. The authors emphasize that 
the possibility of an ovarian tumour should always 
be borne in mind when there is a history of acute 
abdominal distress with pain, tenderness, and fever, 
and the diagnosis confirmed or rejected by 
bimanual examination under anaesthesia. In group 
3 tumours with sex-hormone function occur: of 
these the commonest are fetinizing granulosa-cell 
and theca-cell tumours, provoking precocious 
puberty. It is stressed that more signs than tumour 
and bleeding (for example, enlargement of the 
breasts and appearance of axill ind pubic hair) 
are required to confirm a tentative diagnosis of 
feminizing ovarian neoplasm in children. It is 
possible for the true source of such remote 
symptoms to be concealed 

IT'wenty-seven of the tumours were benign, in 
cluding 15 dermoid cysts; in all prognosis was good, 
there being no deaths and no major postoperative 
complications. Among the 16 cases of malignant 
tumour, dysgerminomas (6 cases) and sarcomas (4 
cases) were most common. Of these 16 patients 7 
died less than a year after admission, and the rest 
ire well, Comparison of the incidence of malignant 
ovarian tumours in different agve-groups in all the 
2.680 cases shows the high rate of 38 per cent for 
children, a percentage reached again at about 50 
vears. The younger the child, the greater the 
frequency of malignant neoplasms 
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404. Tumor of Ovary with Ascites. 
By A. J]. Gropmytr. Memphis med. ]., 24, 184 
185, Oct., 1949 


405 Ovarian Neoplasms in Children. 
By G. Scnarrer and E. C. Verrovsxy. Amer. 
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/ Obstet. Gynec 58. 715-726, Oct 1949 4 
fhigs., 16 refs 


400. Large Non-Functioning Tumour of the 
Ovarian Granulosa in Youth. rosso tumore della 
granu A OVArWA tur nante in giovanetta.) 

By M. Ferruzzi. Ginecologia, Tormo, 15, 475 
Sept., 1949. 4 higes 


yoy. Ovarian Malignancy in a Young Girl. 

M ] GoopFriexnp and L J CARUSO Y 
St. J. Med., 49, 2175 21580, Sept. 15, 1949. 5 higs., 
rets 


jos. The Macroscopic Diagnosis of Malignancy in 
Ovarian Tumours. 
By H. F. Berrincer. Med. ]. Aust., 2, 710-711 


Nov iz 1949 


yoo. Malignant Ovarian Tumours at the University 


Gynaecological Clinic, Wuerzburg, 1923-1943 Di 
irtigen (Ovariaitumoren in ler Universitats 
Frauenklinik Wurzburg in den fahren, 1924-1944.) 


Ky G. ScnoemMia. Strahlentherafie, 80, 107-114 
1949. 17 refs 


j10. Ovarian Tumors and Uterine Bleeding. 
by M.A. Bayty and R. R. GReent imer. ] 
Obstet. Gynec., $7, 954-955, May, 1949 19 rets 
Phe author riginal objective was to determine 
the nature of the relation, the existence of which 
was suggested by a review of the literature of 
several countries, between non-hormone-producing 
tumours of the ovary and abnormal uterime bleed 
ing Their researches showed, however, that 
ibnormal bleeding was not common in such cases 
ind, when present, was in most instances due to 
demonstrable intra-uterine disease and not to the 
ovarian tumour 
heir material consisted of ovarian tissue from 
154 pat ts with cyst or solid non hormone 
producing ovarian tumours, Of these cases, 74 1n 
which the uterus was also available form the basi 
of their report. The cases are divided into pre 
menopausal and postmenopausal groups, and the 
types of tumour present are listed Only 4 of the 
patients in the postmenopausal group com 
plained of bleeding In 2 of these the bleeding was 


obviously not due to the tumour per se, but to 
intra-uterine pathology; the third patient 
haemorrhawic areas in a hyperplastx endometnum 
vused the bleeding; and in the fourth patient the 
cause of the bleeding uld not be definitely deter 
i. Of the 47 premenopausal patients 11 (25 

per ent had had ibnormally eXCessive pro 
wed, or irregular uterine bleeding The cause 
was obs ntra-uterine ithology in 6 patients 


endometrial polyps in 4, uterine carcinoma in one 
b cous fibroid in one and in the remaining § 

' it was doubtful whether the irregulanty of 
menstruation could be attributed to the ovarian 
tumour The authors therefore conclude that the 
hormone producing ovarian neoplasms per se 
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rarely, if ever, cause abnormal uterine bleeding 
ind furthermore, that if adequate search is made, 
snother cause will be found in almost all instances 
of such bleeding occurring in the presence of this 
type of tumour Lian Raftery 


jit. Papillary Clear Cell Adenocarcinoma of the 


By E. G. Anperson, R. S. Lupse, and A. E 
Kapporport. Amer. ]. Obstet. Gynec., 58, 537- 
143. Sept., 1949. 7 figs., 12 refs 


412. The Treatment of Advanced Carcinoma of the 
Ovary. 

B. Z. CasHman and E. V. Amer. J 
Obstet. Gynec., 57, 492-500, Mar., 1949. 1 ref 

The object of this article is to show that opera 
tion should be undertaken in all cases of ovarian 
carcinoma. The growths are divided clinically into 
four groups: (1) where the tumour is completely 
removed z) where the tumour and involved 
idjacent structures can be removed; (3) where part 
only of the growth is removed; (4) where only a 
biopsy is feasible. Objects of operation are: (a) 
diagnostic; (b) curative in groups 1 and 2; (c) 
palliative in group 3, relief of symptoms being 
obtained for a limited time 

Ten treated cases from group 3 are described in 
detail; the average survival time was 3 vears and 
t month. Operative treatment which included 
hysterectomy, was followed by X-ray therapy 
Gauze drains covered by a sheet of gutta percha 
were used to control bleeding, and when the 
omentum was involved resection was performed to 
prevent recurrence of ascites. Further cases are 
described to show the poor results obtained either 
with operation or with radiation therapy alone 
The authors do not agree that the abdomen should 
be closed without removal of the primary growth 
when peritoneal spread has developed and submit 
that in cases of } ipillo cystadenocarcinoma opera 
tion followed by X-ray therapy increases the 
duration of life and the comfort of the patient 

De vek Freeth 


, Cancer of the Ovary. Review of Results on 100 
Cases. 

By |]. G. O’Donocuut dust. N. Z. J. Surg 
19. 93-96, Aug., 1949. 4 figs., 8 refs 


:'4. End Results in the Surgical Treatment of 
Ovarian Cancer. 
By A. W. Dipp.u imer. ]. Obstet. Gynec., 58. 
794 Oct., 19440 21 refs 


4:15. Spontaneous Metastases in the Anterior Abdo- 
minal Wall and in the Umbilicus in Connection with 
Ovarian Carcinomata. Spontanmetastasen in der 


rderen Bauchwand und im Nabel bei Ovarialkarz1 


nomen. ) 
By  ScHRIMPt Zbl. Gyndk., 71, 635-638 
rets 
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Argentaffin Tumor Occurring in a Benign 
Cystic Teratoma of the Ovary. 

By N. Mrrcnett and B. Diamonpn. Cancer, 2. 
799-802, Sept., 1949. § figs., 7 refs 


417. Pathology and Clinical Features of Theca Cell 
Tumours, (Beitrige zur Pathologie und Klinik der 

hecazellengeschwulste. ) 

By R. Jj. Kurerrsman. Acta obstet. gynec 
scand., 29, 175-185, 1949. 3 figs., 33 refs 


Observations on Ovarian Leiomyoma. (Ein 
Beitrag zur Kenntnis der Leiomyome des Ovanums.) 

By R. J]. KLEerrsMan Acta obstet. gynec 
scand., 29, 161-174, 1949. 3 figs., bibliography 


419. A Particularly Small Gr losa-cell T 
as the Cause of a Recurring Glandular Hyperplasia 
after X-ray Castration. (Ein besonders kleiner Granu 
losazelltumor als Ursache einer rezidivierenden gland 
uliren Hyperplasie nach Réntgenkastration.) 

By H. Kyanx. Zbl. Gynak., 71, 250-254, 1949 
5 8 refs 


;20. Spontaneous Rupture of the Granulosa-Cell 
Tumors of the Ovary with Massive Intraabdominal 
Hemorrhage. 

By W.G. Frencn. N.Y. St. J]. Med., 49, 2305 
2308, Oct 1, 1949 22 refs 


421. Histochemical Observations on Granulosa-cell 
Tumors, Thecomas, and Fibromas of the Ovary. 

By D. G. McKay, D. Rostnson, and A. T 
Hert Amer. ]. Obstet. Gynec., 58, 625-639, 
Oct., 1949. 7 figs., 23 refs 


{2 Granulosa-cell Tumours. (Granulosacelles 
vulster. ) 
By Rowrsen. Nord. Med., 42. 1606-1700, 


Oct. 28, 1949. 6 figs., 16 refs 


424 Coincidental Pseudomucinous Cystadeno-car- 
cinoma of the Ovary and Adenocarcinoma of the 
Rectosigmoid Colon. 

ty H. D. Zerrer and M. E. J. Mt 
Sinai Hosp . 16, 184-189, Sept.-Oct., 1949. 2 figs., 
15 refs 


524. Leukoplakia Covering Retention Cysts. 
Leukoplakie Retentionszysten. 

By O. Guur. Zbl. Gynik., 71, 220-222, 1949 
1 fig., 3 refs 


425. Conservative Operation for Bilateral Ovarian 

Cysts. Prispevol IK 

bilateralnych ovanAlnych cyst.) 
sy A. Lepnar. Ceskoslov, Gynaek., 14, 412 

415. 1949. 5 refs 


izervativoym operaciam 


426. Histochemical Studies on Abnormal Growth of 
Human Endometrium. II. Cytoplasmic Ribonucleic 
Acids in Normal and Pathological Glandular Epithe- 
lium. 

By Arxtnson, E. T. Encore, S. B 


133 


Gusperc, and L. Buxton. Cancer, 2, 132-137, 
Jan., 1949. 4 figs., 7 refs 

The ribose nucleic acid content of the cytoplasm 
of cells provides an index to the rate of protein 
synthesis. Basophilia of the cytoplasm of the 
human uterine glands has been shown to be due 
to the presence of ribose nucleic acids, It is very 
pronounced during the proliferative phase of the 
cycle, and can be made to disappear completely by 
treating the sections with ribose nuclease. Cyto- 
plasmic staining during the early secretory phase 
is completely destroyed by ribose nuclease, but a 
slight residual basophilia is apparent in the gland 
secretion and can be demonstrated to be due to 
mucin In the advanced secretory phase there is a 
decided reduction in the amount and staining 
power of the basovhilia, which, however, persists 
in the gland secretion, giving a slight to moderate 
reaction for mucin 

Sixteen cases of cystic glandular or adenoma 
tous endometrial hyperplasia were studied. In all 
cases there was moderate to marked basophilia 
Twenty cases of endometrial carcinoma were also 
studied. In the majority of the tumours there was 
pronounced cytoplasmic basophilia, equalling or 
exceeding that of the proliferative phases of the 
cvele L. A. Cruttenden 


427. The Increased Incidence of Cystic Glandular 
Hyperplasia of the Endometrium Since the War. (Das 
vermehrte Auftreten der glandulir-zystischen Hyper- 
plasie der Uterusschleimhaut in der Nachkreigszeit. ) 

By H. Decu. Geburtsh. u. Frauenheilk., 9, 208 
215, Mar., 1949. Bibliography 

Investigations at the Dortmund clinic demon- 
strated a great increase in the incidence of endo- 
metrial cystic glandular hyperplasia in the 
immediate post-war period. Curettage in such a 
case shows the endometrium to be thickened, the 
glands dilated and cystic, and the epithelium tall 
columnar without any sign of secretion. Similar 
findings, not confirmed by curettage, were reported 
after the 1914 to 1918 war. These patients were 
mainly in the reproductive period of life and many 
of them had previously suffered from one or other 
type of amenorrhoea prevalent in continental war 
time conditions. Many had been refugees and 
practically all had been subjected at one time or 
another to severe psychical stress. The cause of 
this type of hyperplasia would appear to be two 
fold, severe undernourishment acting directly and 
severe psychical trauma acting indirectly through 
the hypothalamic region and the pituitary. The 
resultant of these two factors produces the typical 
ovarian lesion (failure of foilicles to ripen, with 
cyst formation) associated with this twvne of 


hyperplasia D. M. Sheppard 
428. Primary Carcinoma of the Fallopian Tube. 


Carcinoma primitivo de la trompa.) 

By E. G. Murray and A. J]. Murray. Rev. 
Asoc. med. argent., 63, 439-442, Sept., 15-30, 
1949. 12 figs., 1 ref. 


| 
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420. A Preinvasive Carcinoma of the Uterine Tube. 
ty Greene and G. H. Garpner. Arch 
Path, 48, 462-365, Oct., 1949. 2 figs., 1 ref 


30. The Incidence of Certain Pathological Con 
ditions in Patients with Cancer of the Endometrium. 
(Visse pathologiske tilstandes hyppighed ved endo 
metricarcinon 

ty P. E. ANDERSEN Nord. Med., 42, 1728 
1731, Nov 4. 1949. 42 Tels 


441. Primary Carcinoma of the Fallopian Tube. 

By B. D. Stern and B. J. Hantey. Amer. 
Obstet. Gynec., $8, 517-523. Sept., 1949. 6 figs 
26 


432. Primary and Metastatic Cancer of the Fallo- 
pian Tube. 

By W. F. Finn and C. T. Javerr. Cancer, 2 
803-814, Sept., 1949. 10 figs., 34 refs 


444. Genesis of Endometrial Sarcoma. (Zur Genes 
ler Schleimhautsarkome des Uterus 
By H. Ruppert Zbl. Gyndk., 71, 620-635, 


1949. 19 refs 


Experimental Production of Endometrial 
Polyps in the Guinea Pig. 

By R. J]. Branpat Cancer Res., 9, 526-541 
Sept 1949. 16 hes 13 ret 


145. Endometriosis. 
By D A qn INLAN Wed fust 2 415-41 
Aug. 27, 1949. 42 refs 


110 Endometriosis A Clinical and Pathological 
Study of 219 Cases. 

By A. DeSanto and J. E. McBirnte. Cali} 
Med., 71, 274-279, Oct., 1949. 6 figs., 11 ref 


ti). Pathogenesis of Endometriosis Based on Endo- 
metrial Homeoplasia, Direct Extension, Exfoliation 
and Implantation, Lymphatic and Hematogenous 
Metastasis. (Including Five Case Reports of Endo- 
metrial Tissue in Pelvic Lymph Nodes.) 

by Javert, Cancer, 2, 410, May 


1949 Inblography 

The tuthor’s aim 1s assess the present-day 
position regarding the pathogenesis of ends 
metriosi Hits views are based on personal clinical 
experien ind pathological study of more than 
1 (MM 1» mens at the Women's Clinic of the New 
York Hospital 

I} esions of endometnosis arise in benign endo 
metrium which probably because of its 
continuou vcheal he meopla th wtivity 
disseminate and grow in a variety of situation 
In its mode of spread malignant endometriur 
behaves like the benign type. The endometrium 


of patients with endometriosis shows an increased 


power of growth so that hyperplasia, carcinoma 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


and polypi occur with greater frequency. Th: 
author summarizes 7 current theories of the patho 
genesis of endometriosis and presents his ‘‘ com 
posite theory "’ which embodies 4 of these, namely, 


direct myometrial extension, implantation, 
lymphatic metastasis and haematogenous metas- 
tasis. This “ composite theory ’’ is necessary in 


view of the evidence of widespread dissemination 
of benign endometrial cells through multiple 
channels: direct extension may occur into the 
myometrium, utero-tubal junction, and adjacent 
organs; the exfoliation of viable non-menstrual 
endometrial cells may take place into the vagina 
and through the fimbriated ends of the Fallopian 
tubes, and these latter cells may be implanted on 
idjacent serosal surfaces; lymphatic metastases 
may occur to regional lymph nodes and adjacent 
organs; and distant lesions may result from spread 
by the blood-stream. The clinical picture varies 
with the mode of spread. the age of the patient 
her degree of fertility, the rate and duration of 
the growth, the time of surgical intervention. and 
the type of treatment 

Lymphatic metastasis is illustrated by 5 case 
histori In the first, endometriosis was demon- 
strated in an enlarged ureteral lymph node removed 
from a patient with clinical endometriosis of the 
cul-de-sac, uterine serosa, and vagina In the 
second, endometriosis of the left hypogastric, iliac, 
ind obturator lymph nodes was found in associa 
tion with uterine and utero-tubal adenomyosis 
and bilateral ovarian endometriosis. In the third 
the pathological findings were squamous 
carcinoma of cervix; proliferative endometrium; 
no adenomyosis, endometnosis, or metastatic 
carcinoma in uterus or adnexa; lymph nodes nega- 
tive for carcinoma, positive for endometriosis. In 
the fourth there co-existed: early adenocarcinoma 
of the endometnum, benign endometrial polypi, 
extensive uterine adenomyosis with direct exten 
sion through the myometrium to the bladder and 
ileum, endometriosis of the hypogastric lymph 
nodes without carcinoma, endometriosis of one 
ovary and normal Fallopian tubes In the 
fifth a large myomatous uterus was present 
along with an endometrial cyst of the right ovarv 
containing an area of ectopic endometrial adeno- 
carcinoma, The uterine endometrium was benign, 
both ovaries had other areas of endometriosis and 
benign endometrial tissue was found in the right 
iliac lymph node 

rhe author considers that a search should be 
made for endometriosis as well as carcinoma in 
pelvic lvmph nodes removed by radical operation, 
ind suggests that endometriosis may provide the 
key for the further study of normal and abnormal 
cell growth and dissemination Wiliam Love 


135. The Traumatic Pathogenesis of Endometriosis. 
Ueber die traumatische Pathogenese der Endo 
metriose 

By H. Perri. Z. Geburtsh. Gynik., 131. 267 
275, 1949. 10 refs 
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439. A Contribution to the Problem of Malignant 
Change in Endometriosis. (Ein Beitrage rur Frage der 
bosartigen Entartung der Endometriose. ) 

By H. Marx. Chirug., 20, 441-443. Aug., 1940 
2 figs. 

440. Histologic Criteria for Evaluating Endo- 
metriosis. 

By M. J. Wicks and C. P. Larson 

Med., Seattle, 48, 611-613, Sept., 1949 
4 refs 


Northu 
4 figs 


441. Adenomyosis and Pelvic Endometriosis. 
( Adenomiose e endometriose pélvica. ) 

By Octavtano Atves De Lima F. An. brasil 
Ginec., 28, 89-164, Aug., 1949. 38 figs., biblio- 


graphy 


442. Primary Endometriosis of the Vaginal Portion 
of the Cervix Uteri. 


By R. S. and H. C. Mack. Amer. 
Obstet. Gynec., 58, 765-769, Oct., 1949. 2 figs., 


8 refs. 


145. The Pathological Physiology of Endometriosis. 
Three Cases of Endometriosis of the Posterior Fornix. 
(Remarques sur la physiologie pathologique des endo 


meétrioses \ propos de trios observations d’endo- 


netriose du cul-de-sac 


postérieur du vagin.) 


By P. Mocguor and R. Musser. Gynéc. et 
Obstet., 48, 135-154, 1949. © figs., 17 refs 
The authors criticize the current beliefs in the 


association of clinical picture and pathology in 
endometriosis and give their reasons for believing 
that most cases are not at all typical of the cyclical 
events which simultaneously with 
ind uterine changes. They point out the frequency 
of asymptomatic endometriosis, of abrupt changes 


occur ovanan 


pathological and histological changes in cases of 
apparent spontaneous cure are fully discussed in 
relation to the theories of several authorities They 
contribute no new suggestions, but emphasize the 
necessity ol a ireolar environment for neo 
plastic expansion; without such space the tumour 
may necrose and disappear. The quantity of blood 
supply determines the rate of growth, many ectopic 
deposits of endometrium never thriving because of 
i poor blood supply. Treatment is discussed; the 
always try the administration of 
testosterone which has, they claim, at least a most 
beneficial subjective effect. If there be no improve 

ment after a few months of this treatment conser 
vative surgery is employed and only in exceptional 
cases is radical surgery undertaken 

Donald Ry tfon 


loos 


1uthors 


144. Endometriosis (Tarry Cysts) of the Ovary. 
‘Zur Kenntnis der Endometrioseteerzysten des Ovars 


in symptoms, and of spontaneous cure—par 
ticularly after pregnancy—and illustrate these 
features with a description of 3 clinical cases. The - 


135 


Geburtsh. u. Frauen 
1949 3 figs., 6 refs 


By A. 
heilk., 9, 845-851, Nov., 


Endometrial Tumours in the Extremities. 


#45 

By C. Duncan and W. R. Prrney. Med. / 
fust., 2, 715-717. Nov. 12, 1949. 3 figs., 8 refs 

440. Endometriosis of the Bladder. 

By W. L. Frrzceracp and M. A. R. Kune. / 
l'rol., 62, 467-469, Oct., 1949. 3 refs 
Operations 

447. The Chemoprophylaxis of Gynaecological 


Operations. 


Operationen. ) 


(Die Chemoprophylaxe gynikologischer 


By P. Zbl. Gynik., 71, 553-572. 
1949. 31 Tof 
445. The Type of Incision for Gynaecological 


Laparotomy. (Vol'ba 


laparotomii.) 


rezu gynaekologickych 


Ry E. Dinos. Ceskoslov. Gynaek., 14, 406-411, 
1944 
140. Abdominal Wound Dehiscence. (Ueber den 


Platzbauch.) 


By H. Drescuer. Zbl. Gynik., 71, 57-72. 1949 
40 re{s 
At the Tiibingen Gynaecological Clinic disrup 


tion of operation wounds not due to infection was 
cen more frequently during the war and post-war 
years. The author's observations on 18 cases (7 
fatal) do not throw new light on this well-known 
postoperative complication, for which no satis- 
factory explanation has been given 


W. Mestiz 


A Recurrent 


450 Abdominal Wound Dehiscence. 
(Ueber einen rezidivierenden Platzbauch. ) 

By H. Drescuer. Zbl. Gynik., 71, 538-542, 
1949. 4 refs 


15!. Qualitative Changes in Serum Proteins after 


Operation. (Ueber qualitative Verinderungen der 
Serumeiweisskorper nach operativen Eingriffen) 
By H-K. Zinser. Z. Geburtsh. Gynihk., 2, 124 


129, 1949. 3 figs., 20 refs 
452. Premedication Before Anesthesia for Gynecolo- 
gical Surgery. (Premedikace k narkose gynaekolo 
gickych operaci.) 
sy S. FRANZ 
1949. 5§ refs 


Ceskoslov. Gynaek., 14, 555-559, 


453. Local Infiltration Analgesia in Gynecology. 
Lokalni infiltr 

By O. VaLeNnTa 
395, 1949 


anestesie 


Ceskolor 


ynaekologii. ) 
Gynaek 14, 560 


454. Protracted Intravenous Anaesthesia in Gynae- 
cological Operations. {Dic 


protrahierte intravendse 
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130 
Narkose mit Evipan-Natrium bei gynakologischen 
Operatione n 

By F. Stecert. Zbl. Gyndk., 71, 582-592, 1949 


55. “*Pentothal Anesthesia with Curare in 
Gynecological Laparotomy. Kurare ake valove 
relaxans u laparatomn Operovanych 

pentothalove) narkos« 


By | Dinos and S. HerKket Ceskoslo: 
(,ynack., 14, 570-588, 1949. figs 11 refs 


90. Spinal Analgesia in Gynecology. Lumbalni 


inestesic Vv wil 


By V > Ceskhosl (eynaek 14. 565-569 
1944 reis 


The Dosage of Percaine in Spinal Analgesia 
in Gynaecology. (K otizce davkovani Percainu pri 
lumbalni anesty v gynaeckologu 

By |. Prisresky Ceskosl Gynack., 14, 580 


594. 1949. 7 


(08 Practical Hints on Peridural Analgesia in 
Gynaecology. Praktische Winke fir die Peridural 
Anasthesie in der 


By H. Rupperr. Zbl. Gyndk., 71, 696-700, 


1044 


499. Experience with Sacral Anaesthesia in Gynae- 
cology. (Erfahrungsbericht uber die Verwendung der 
Sakralanasthese in der G-ynakologe 

By D. Kiesanow and G. Wancer. Zbl. Gynak., 
71. 572-582, 1949. 1 fig., § refs 

Transvaginal Coelioscopy. (La coehoscopir 
transvaginaic } 

ty Ko Parmer. Gynéc. et. Obstét., 48, 200 
213, 1949 1 fig , rets 

Writing from the Gynaecological Clinic of the 
Hospital, Paris, the author describes, 


contrasts ind =compares Dekker s technique ol 

culdoscopy (Amer. J. Surg., 1944, 64, 45) with 
his own technique of trans-vaginal coe loscopy 
He has used Dekker’s technique in 15 cases and 


ffers the tollowing riticisms (1) difheulty of 
aintaining the patient comfortably suspended in 


the genu-pectoral position; (2) air retained in the 


peritoneal cavity ‘ houlder pain for some days 
thereattet a small field is seen not even includ 
iu" ill the adnexa on one side at one time; and (4 
division of adhesions asible 

The author has modified Dekker's technique by 
ising carb hoxide insufflation, Trendelenburg’s 
position (30 degrees), and ag intra-uterine cannula 
At the same time, without moving the patient 
transabdominal choscope may be used for 
lividing ache { He uses a simple trans 
uminating coelioscope with blunt trocar, which 


is inserted through the postenor fornix ibout 
1.000 ml. of carbon dioxide being introduced whil 
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the uterus is maintained in anteflexion by the intra 
uterine cannula. In this way inspection is afforded 
of the sub-umbilical anterior abdominal wall, 
pelvic colon, caecum and appendix, and posterior 
surface of the uterus. Laterally a varying view 
t the appendages may be obtained by altering the 
position of the uterus. A tubal patency test, using 
a coloured liquid, may be performed at the same 
time. The patient is kept in hospital for 24 hours 
The following advantages are claimed for this 
technique 1} the use of carbon dioxide does not 
give rise to scapular pain since it is quickly 
absorbed; (2) simultaneous transabdominal section 
of adhesions is possible; and (3) the Fallopian tube 
is visible throughout its length in one field. The 
chief difficulties which may be encountered are 
(1) awkward crossing of coelioscope and intra 
uterine cannula; (2) injury to the rectum—this has 
occurred once in this senes with no untoward 
effect ind 3) mediastinal emphysema and 
infection, neither of which has occurred in this 
series. The procedure is contra-indicated in the 
presence of fixed retroversion or prolapsed and 
fixed Fallopian tube, or of any pathological 
process in the posterior fornix 
The author concludes that the two methods 
are not rivals and that both may be used with 
.dvantage even in the same patient, although the 
author’s technique is stated to be the more 
generally useful Donald Beaton 


jo1. The Vaginal Approach in Operative Treatment 
of Uterine Prolapse. (Der vaginale Operationsweg zur 
Behandlung des Gebarmuttervorfalls. ) 

By F. Perers. Zbl. Gynaik., 70, 697-704, 1948. 
5 hgs., 20 refs 

Ihe operative treatment of uterine prolapse is 
issociated with a high percentage of success, but 
pregnancy after operation increases the recurrence 
rate to 38 per cent (Stoe kel) 

or the repair of prolapse the author prefers 
the vaginal approach in view of the low resistance 
of the patient in post-war days. His investigations 
of the treatment of uterine prolapse lead him to 
the following conclusions: (1) In women of child- 
bearing age conservative treatment is indicated. 

Surgical operation should be performed only 
ry the vaginal approach. (3) Amputation of the 
cervix should be avoided. (4) Uterine prolapse 
ind cystocele should be repaired by an inter- 
position operation and posterior colpe-perineor 
rhaphy 5) Complete procidentia should be 
treated by vaginal hysterectomy, colpopexy of 
the round ligaments, and _ posterior colpo 
perineorrhaphy. (6) In old women subtotal colpo 
leisis is recommended exclusively 

rhe author describes his technique of colpopexy 
with the aid of the round ligaments. After the 


wees vaginal sp has been ope ned the fundus 
brought forward, the round ligaments are 

lamped and cut near the uterus, vaginal hysterec 

tomy is performed, the peritoneum is closed, and 


the nterior vaginal wall is pushed up with a 
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speculum, whereby the free length of the ligaments 
is increased by about 4 to 5 cm. Two holes are 
made in the anterior vaginal wall, 1 cm. on either 
le of the centre line; the wall is pushed up and 


the ligaments are sutured with 3 or 4 stitches 
The posterior vaginal wall is brought over and 
stitched to the round ligaments 1. Bierer 


yo2. High Vaginal Bladder-fixation and Vaginal 
Hysterectomy as an Operation for Prolapse. (Hohe 
vaginale Ves.caefixatur und vaginale Uterusexstirpa 
tion als Pr Napsoperationen. 

By W. Escusacw. Zbl. Gyndk., 71, 735-742. 
1949. 13 


403. Results of Antefixation Operations in 1936 
1946, 
den Jahren 1946-1946 

W. HELBING. 
232, 1949 


(Ergebnisse der Antefixauionsoperationen in 


. Geburtsh. Gynik., 2, 218 


Bibliography. 


404. Facilitation of Ligament-Shortening Operations 
by use of Round-Ligament Clamps. (Zur Erleichterung 
abdomineller Bandverkurzungsoperationen durch 
Anwendung von Ligamenta-rotunda-Klemmen."’) 

By RK. Hettmann. Zbl. Gyndik., 71, 610-613, 
1949. 1 fig., 8 refs. 


405. The Bee-Cell Pessary. 
By C. G. Hurrer. West. J. 
Gynec., 57, 481-482, Oct., 1949 


Surg. Obstet 


1 fig 


406. An Aid to the Removal of the Gellhorn 
Pessary. 
By D. Detps. Amer. J. Obstet. Gynec., 58, 


1 fig. 
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jo7. The Present Status of Dilatation and Curettage. 
By K. Bowes 163, 118-122, 
Aug., 1949 


Practitioner, 


;08. Bridging over of Large Defects of the Large 


Intestine after Injuries through Curetting. (Die 
Ueberbruckung grosser Dickdarmdefekte nach 
Kurettageverletzungen 

By E. Goureannt. Zbl..Gyndk., 71, 529-534, 
1949. 9 hgs 


409. Technique of Extended Abdominal Operation 
for Carcinoma of the Cervix. Author's Modification. 
[In Russian. 

By A. D. KvuKUSHKIN 
33-39, July-Aug., 1949. 


Akush Ginek., No. 4, 


470. The Relative Efficiency of the Wertheim Opera- 
tion at the Charite Hospital, Berlin, During the 
Directorship of Prof. G. A. Wagner. 


(Die relative 
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Leistung der Wertheimschen Radikaloperation an der 
(harité-Frauenklinik in Berlin unter Leitung von Prof 
A. Wagner.) 

By E. SreinkaMM and G. DODERLEIN 
(ryndk., 71, 45-55. 1949. 12 refs 

his is a statistical evaluation of Wagner's 
material, Out of 1,238 cases of cervical carcinoma 
iollowed up for 5 years, 500 were operated upon, 
an operability rate of 40.3 per cent. The primary 
inortality rate was 14.54 1.3 per cent, the relative 
; year cure rate being 50.6 per cent (253 cases) 
In a group of 314 cases in an advanced stage, 
belonging to group III (Cancer Commission of the 
League of Nations), the 5-year cure rate after 
Wertheim’s operation, usually followed by X-ray 
irradiation, was 47.1 per cent. The authors 
rightly stress that it is the results in this last 
group that are most significant. For all cases in 
stage I, and many in stage II, extended vaginal 
hysterectomy or irradiation suffices. Here the 
primary mortality rate is much lower 


W. Mestitz 
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s71. Inversion of the Vagina Following Hyster- 


ectomy. 

By C. J. ANpRews. Amer. J. Obstet. Gynec 
57. 448-454, Mar. 1949. 13 figs., 3 refs 

A modified method for the radical cure of 


inversion of the vagina following hysterectomy is 
described The pubocervical fascia [vaginal 
muscle} is plicated from the urethra to the top of 
the vagina. The enterocele is dissected, tied off, 
and excised, the levator ani muscles are brought 
together, and the Berkeley-Bonney modification of 
the Le Fort operation is employed in sewing up 
the vaginal flaps. The ‘' crown stitch of Emmet ”’ 
is used in the repair of the perineum 


D.M. Stern 


472. Goeble Stoeckel Operation Combined with 
Vaginal Hysterectomy. 

By H. Krrescupaum. Urol. cutan. Rev., $3. 
534, Sept. 1949 

473. A Technique for Vaginal Hysterectomy with 


only Four Vascular Pedicles with the Aid of a Special 
Cystic Duct Haemostatic Forcep. 

By C. THompson. / 
452-459, Oct. 1949 7 


med Ass 
12 refs 
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474. The Cervical Stump. An Analysis of 123 Cases. 

By J. B. Crawrorp, C. G. Coriins, and J. C. 
Weep. Surg. Gynec, Obstet., 88, 465-472, Apr. 
1949 16 rets 

This paper provides a critical analysis of all 
patients admitted to the Ochsner Clinic and the 
Chanty Hospital of Louisiana at New Orleans 
between January, 1931, and July, 1947, com 
plaining of symptoms referable to the cervical 
stump left at previous pelvic operation. Removal 


i. 
| 
ag 
. 
: 
| 


138 


ot the stump was carried out in 123 patients in 
this group, in 40 of whom the same symptoms 
persisted for which the original pelvic operation 
had been performed. All of these had undergone 
supravaginal hysterectomy, usually combined 
with append and in 17 bilateral 
salpingo-ofphorectomy had been performed in 


Multiphecity of 


ectomy Cases 


the 
(56 per 


complaints was rule, the 
commonest being pelvic pain cent) 
usually chronic, well-defined, low adbominal pain 
which was worse pre menstrually. It is suggested 
that if the movement of the cervix causes actual 
pain cervical pathology should be regarded as the 
cause of the above symptom complex. Profuse 
vaginal discharge was present in 48.7 per cent, and 
all had had this complaint before hysterectomy 
Blood-stained discharge present in 49 
patients, 17 of whom complained of bleeding 
following coitus or douching In the remaining 
32 patients intermittent bloody discharge occurred 
without obvious trauma. In 42.8 percent of these 
the cause cervicitis with erosion, and 
polyps, carcinoma stricture, and 
fibromyomata were found In 5 patients 
sufficient functional endometrial tissue remained 
to explain the bleeding Carcinoma was present 
m ; cases (14.3 per cent Deep-seated 
dyspareunia, which was associated with chron 
cervicitis and inflammation of the uterosacral 
was present in 39 patients, in all of 
whom removal of the diseased stump was followed 
by complete relief Lumbosacral backache was 
found in 28 per cent of cases. It was worse pre 
menstrually, was aggravated by heavy lifting or 
by exertion, and exacerbated during defaecation 
The backache could be reproduced by lifting the 
cervix forward, thus stretching the uterosacral 
ligaments, and removal of the cervical stump 
resulted in complete relief in all cases. Urinary 
discomfort was complained of by 42.5 per cent and 
it is suevested that the cervical stump may lead 
to a recurrent pvelitis in women In 21 patients 
prolapse of the stump was found 


was 


was chron 
endometriosis 


also 


ligaments 


The commonest pathological lesion was chronic 
cervicitis (82.8 per cent), and stenosis of the 
Cervix with low-grade fever and 
irthritis or arthralgia, was present in 3 cases 
These symptoms disappeared following removal 
of the Benign endocervical polyps were 
present in 20 patients and carcinoma in 7 (5.7 per 

Cervical endometriosis causing symptoms 
found in 5 cases (4 per cent) although the 
had removed at the time of the 
original hysterectomy in all but 2 cases In 
addition, one patient had previously had radium 
castration and was past the menopause 
Fibroids of the cervical stump were found in 5 
patients, all of whom had previously undergone 
hysterectomy for fibroids 

It is suggested that the high incidence of 
symptoms in the cervical stump clearly indicates 


associated 


stump 


cent) 
was 


OVATICS been 


one 
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that the entire uterus should be removed when 
hysterectomy is carried out. When the stump has 
to be removed it is recommended that the vaginal 
route be used and in this series no damage to the 
bladder has occurred in any case. Cauterization 
is deprecated as being an uncertain method of 
treatment and it is considered that in all cases in 
which symptoms are referrable to the cervical 
stump total excision should be practised, except 
in cases of advanced carcinoma which should be 
treated by radium or X-rays. Of 123 patients in 
the series, of whom 11 were not followed-up, 109 
were completely relieved of symptoms. In only 
3 patients did symptoms fail to respond to 
removal of the cervical stump ]. A. Chalmers 


475. Does Total Hysterectomy Deserve Preference 
over Subtotal Hysterectomy for Avoidance of Cervical 
Stump Carcinoma? (Verdient zur Vermeidung des 
Kollum-Stumpf-Karzinoms die 
der supravaginalen Uterusamputation den 


Totalexstirpation 
gegenuber 
Vorzug?) 
By J 
778, Oct 
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1949 


Geburtsh. u. Frauenheilk., 9, 774 
6 rets 


476. Tubal Sterilization through the Vagina. 
By H. Boysen and L. A. McRat Amer. J. 
Obstet. Gynec., 58. 488-494, Sept. 1949. 6 refs 


New Tubal Insufflator 

Volume and Pressure Control. 
By O and I 

Obstet 515-317, 


with Automatic 


Beck 
Oct. 


GLASSMAN 


Grynec., 58. 


Amer. 
1949. 1 fig. 


78. A Versatile Self-Retaining Trigger Cannula and 
Traction and Tenaculum for Modern Tubal Insuffla- 
tion and Uterosalpingography. 

By E. Kaun imer. ] 
S1o-814, Oct. 1949. 3 figs., 


Obstet. Gynec., 58, 
6 refs 


intra-uterine Pessaries and Their Localization 
in the Pelvis by Hysterosalpingography. (Ueber Intra- 
ind ihre Lokalisation im kleinen Becken 
durch Hysterosalpingographie 

By A. VerRHAGEN. Zbl 
1949. 3 figs., 16 refs 


uterin pessare 


Gynik., 71, 983-987, 


jSo. The Correction of Stress Incontinence by Simple 
Vesicourethral Suspension. 

By V. F. A. A. Marcuettt, and K. 
E. Krantz, Surg. Gynec. Obstet., 88, 509-518, 
Apr. 1949 22 refs 

‘Urinary disturbance following perineal excision 
of the rectum in a number of male cases was 
observed by the authors to be corrected by 
elevation of the vesical base by upward pressure 
on the perineum with a fist or harness, and 
permanent elevation of the bladder was carried 


5 figs., 
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out in these cases by suprapubic suspension of 
the vesical outlet. By analogy a similar method 
of treatment should be of value for the stress 
incontinence of females, and has been applied 
by the authors in 38 such cases and in 12 others 
of defective urinary control due to various 
causes 

A pre-operative prognostic test was devised to 
identify those cases in which elevation of the 
bladder outlet was likely to be of value. The 
bladder was filled with 250 ml. of saline and the 
patient's urinary control observed while coughing 
ind straining in the prone and standing positions 
The bladder was then refilled and the observa 
tions repeated after elevation and fixation and 
fixation of the vesical outlet had been effected 
temporarily in the following way: Under local 
analgesia a point on the vaginal wall under the 
inter-ureteric ridge was secured with an Allis 
clamp and held firmly upwards the umbilicus 
If this provided good urinary control the test was 
considered favourable and the patient was 
selected for operation 

At operation a suprapubic incision was made 
to expose the space of Retzus widely, and the 
urethra and bladder were separtaed ffom the 
posterior surface of the pubis and rectus muscles 
down almost to the external urethral meatus 
The identification of the bladder neck was 
aided by a Foley catheter with a 30 ml 
balloon inserted trans-urethra!ly before operation 
Sutures were placed on either side of the urethra 
in the upper anterior vaginal wall, passing also 
through the lateral wall of the urethra, and 
similar sutures were placed on either side of the 
bladder neck Upward traction was made on 
these sutures which were then inserted in the 
periosteum of the posterior surface of the pubis 
and through the cartilage of the symphysis. 
Additional sutures in the bladder fixed it to the 
posterior surfaces of the rectus muscles, so that 
the whole urethra and bladder neck were 
elevated. 

Of the 38 cases of stress incontinence treated 
the results in 28 (74 per cent) have been entirely 
satisfactory for 1 to 35 months after operation; 
there has been improvement in 7 (18 per cent) 
and complete failure in 3 (8 per cent). Of these 
patients 25 (66 per cent) had previously under- 
gone a total of 40 operations, including anterior 
colporrhaphy, the Kelly operation, and fascial 
sling operations, without relief. The 3 patients 
in whom this new procedure also failed were all 
included in this group, as also were 3 of the 

improved "’ patients. The remaining 19 patients 
now have good control of micturition The 
operation has been used in a variety of cases of 
unnary difficulty in both male and female 
patients with good results in some. It is 
suggested that the major achievement of the 
operation is in providing firm attachment for the 
urethral sphincter J]. A. Chalmers 
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qt. The Operative Treatment of Incontinence in 
Women without Prolapse. (Ueber die operative 
Behandlung der weiblichen Inkontinenz ohne Descen- 
sus.) 

By E. Heip. Schweiz. 
1004-1007, Oct. 22, 1949. 


med. Wschr., 79, 
2 figs., 12 refs, 
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482. A Cocaine Depositor for the Female Urethra. 
By F.C. Henpricxson and L. B. SCHUMAKER. 


Urol. cutan. Rev., 53, 535, Sept. 1949. 1 fig. 
484. Urethral Diverticulum in the Female. 
By E. N. Coox and T. L. Poor. J. Urol., 


62. 495-497, Oct. 1949 


434. Diverticula of the Female Urethra: Report of 
Four Cases, one Containing a Calculus. 

By E. W. Kirsy and C. J. Reynorips. 
Urol., 62, 498-502, Oct. 1949. 2 figs., 19 refs. 


Miscellaneous. 


455. Arteriovenous Aneurysm of Uterine Artery and 
Vein. 

By R. P. Reynotps, C. Owen, and M. O. 
CANTOR J. Amer. med. Ass., 141, 841-842, 
Nov. 19, 1949. 2 refs 


486. An Unusual Plexiform Neuroma in the Female 
Pelvis. (Ein ungewohnliches Rankenneurom in kleinen 
Becken der Frau.) 

By G. Besserer. Zbl. Gynik., 71, 254-259, 
1949. 2 figs., 17 refs 


487. Pruritus Vulvae. 
By J. Moore. Practitioner, 163, 
Aug., 1949 


106-110, 


488. Treatment of Pruritus Vulvae with Vitamin F. 
(Zur Behandlung des Pruritus vulvae mit Vitamin F.) 

By W. Brereont. Gyndk., 70, 1016 
1021, 1948. 49 refs. 

Pruritus:vulvae may be secondary to general or 
local disease or may be primary, no general or 
local cause being found. The treatment of the 
secondary types is obviously that of the causative 
disease but the primary type is often peculiarly 
intractable. The authors have treated 45 cases of 
primary pruritus with vitamin F (linolenic acid). 
Of these, 23 patients were completely cured, 19 
cases improved, and only 3 were unimproved, 
These 3 patients were all subsequently found to 
have a raised blood sugar level. The dose used 
was 10 drops thrice daily of vitamins A, D, E, and 
F in oil by mouth or 25,000 units vitamin F in 
1 ml. oil intramuscularly. An oil-alcohol prepara- 
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tion of the vitamin can also be applied locally 
Vitamin F is linolenic acid, an unsaturated fatty 
acid which cannot be synthesized by the body 
Lack of it leads to a drying, cracking, and irrita 
tion of the skin as well as to certain forms of 
allergy Pruritus vulvae would therefore come 
under the heading of a deficiency disease; as the 
treatment only substitution therapy it 
may kept up indefinitely 
D. M. Sheppard 
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459. Treatment of Genital Pruritus by Filatov Tissue 
Implantation. (Prispévek k lécbé genitalniho pruritu 
mplantaci tkani podle filatova 

By J. Synek. Ceskoslot 
1949. 


Gynaek.. 14, 401-405, 


soo. Intractable Pruritus Vulvwae Et Ani: Treatment 
by Alcohol Injection. 

By W. M. Wirson. West. J 
Gynec., $7, 406-418, Sept., 1949 
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aintain proper Nutrition 


|= results of modern ante-natal care have emphasized the impor- 
tance of proper nutrition of the expectant mother, in securing a 
normal pregnancy, labour and puerperium, and in endowing the 
infant with an initially sound constitution. 

The use of ‘ Ovaltine ’ throughout pregnancy goes far towards ensur- 
ing this ideal state of nutrition. ‘ Ovaltine,’ prepared from natural 
foods which contain important ‘*‘ — principles *’, is delightful 
to the taste and appeals to the often capricious appetite of the preg- 
nant woman. It is so readily digestible that unsettled digestion does 
not preclude its use. 


permits the mother to continue uate feeding until the normal time for 
weaning occurs. Its tonic stimula properties assist the general well- 
being of the mother. 
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